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INTRODUCTION 



In response to needs and issues in child health, the Department 
of Health^ Education , and Welfare has developed a child health 
atrat^gv^designed to help communities meet the health needs of 
their Medically underserved children, such as the Medicaid population. 
The Child Health Strategy ? s major objectives are the improvement 
of the health status of mothers, children, and adolescents through 
a veil coordinated, highly effective, responsive aystem of health 
care delivery vhich combines the resources and experiences of Federal, 
State and local health agencies in a cooperative effort to reach 
mutually agreed upon results. (The Health Care Financing 
Administration (HCFX) , the Publifc Health Service (PES) , and the 
Office of Education (OE) are the HEW agencies leading this portion 
of the Child Health Strategy.) 



Consistent with the Child Health Strategy's goals is the intent 
of HEW, through a variety of programs, to assure provision of compre- 
hensive, quality health care to children throughout their pediatric 
years. This entails giving attention to all aspects of health, 
including preventive health aervices, the care of medical emergencies 
and acute and chronic illnesses, and the establishment of a "medical 
home' environment for initiation of care, its coordination, evaluation, 




and interpretation. To fully provide for the wide range of health/ 
•ducation needs of a large number of childre*n may require^ the skills 

f, 

of a broad ~%eam of professionals working collaboratively— physicians; 
psychologists; audiologists; social workers; nutritionists; physical, 
occupational, and speech therapists? nurses; nurse-practitioners, 
and regular and special educators. Effective communication of 
•acb team member's evaluation and participation In the ongoing 
plan of care for the individual child is required. D^pite the 
widely-held belief that children of school age are an essentially 
healthy population, there is increasing evidence of the prevalence 
of health problems and health related conditions in the school 
age population, which deserve'critical attention. Education and 
health care providers and agencies can take more leadership and 
responsibility for planning, organizing, and implementing programs 
of health care to reduce the incidence of disease and improve the 
health status of school-age children. 



It is believed that health care offered in schools can contribute 
significantly to the goal of the provision of comprehensive health 
services for the school age population. 

The "school setting can be an important means of improved identification 
of health problems, of increasing student^ 1 access to both curative 
and preventive health services, and of more appropriate use of 
health care resources through improved student understanding of 
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their health problems. The schools nay be important catalysts in developing 
linkages of achool services. through the family to public, private, and other 
community health and aocial services. 

However, while not infeasible, there axe obvious limitations in providing 
ongoing primary care in the 'School setting, since by definition primary care 
is outlined as continuous coverage, 24 hours a day, 7 days a week, of 
coordinated, comprehensive services convenient to patients (National Academy 
of Sciences and Institute of Medicine, July 1978). 

Jt is further recognized that the delivery of appropriate health services to 
children supports educational goals of access for all children, excellence 
of educational services, and equity of opportunity. 

EPSPT - A How-to Guide for Educational Programs is an outgrowth of these 
ideas— that there are important areas of common interest between the schools 
and health services. This guide was developed specifically to encourage 
and assist State education agencies (SEAs) , local -education agencies (LEAs) , 
State and local health agencies, and others in becoming actively involved 
in their State f s EPSDT program by using the school setting as one resource 
in a total system of health care wherever appropriate. Its timely development 



is a result of the need for States to develop a sore effective 

relationship between public and* private EPSDT providers and public 

schools. The establishment of such a relationship—health and 

education— increases advantages the elig^Ble children could have 

in receiving comprehensive health care and services . The Guide 

is intended 'to reflect th\ necessai^ content and activities to 

be taken to achieve "majcimum\coordination between health and education. 

This Guide is designed primarily to encourage and assist State and local health 
-and education staff responsible Jfor health and support services in schools^ 
in becoming actively involved with their State's EPSDT program. However, 
parents, community groups, and others can make use of this Guide to more 
fully understand and participate in health care programs for eligible children. 
The use of this guide may vary from State to State depending" on several 
factors: the EPSDT/school populations and their needs; the capabilities 
of/the schools' to participate in the EPSDT program; the^vailability of public 
andprivate health resources; the organizational placement of the EPSDT 
program and the organizational placement of the school health program; 
the philosophy of the SEA and LEA; and the State's general commitment 
to its needy population. These variables should be considered in determining 
the feasibility and the extent -in which EPSDT services can be provided in 
school settings. Regional HCPA, OE, and" PBS staff may also use this gui^e 
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to provide technical assistance to States and major school districts 
interested in developing demonstration models' for providing EPSDT 
outreach, case management, and where feasible and appropriate, 
service delivery* 

In a national test of the potential rules of schools in increasing 
and improving EPSDT services to Medically eligible children, an 
experimental program is being initiated in the 1979-80 school term. 
The identification of ten (10) State education agencies to take 
part in this test {one in each HEW Region) is projected for this 
first year of the experiment, as are other initial action steps* 

The Organization of this Guide 

Th^s Bow-to-Guide for Educational Programs is divided into four 
chapters, each of which concentrates on major components of the 
EPSDT program and describes what should be known and be done to 
utilize the resources available through the program to the fullest 
extent. The first chapter, The EPSDT Program , answers such questions 
as: what is EPSDT?; how does it work?; why should schools be interested 
in participating in EPSDT? ; who benefits from its services?; what 
are the existing relationships among Medicaid, public and private 
*heaT£h providers, and education agencies?; and what are the potential 
relationships? 

D 

_i 



Rext, Chapter Two, School Roles in EPSDT , describes a<nd defines 
the different services that nay be available to EPSDT children 
in the general areas of • outreach,* *case management, * and 'service 
delivery.* 

> 

The third chapter, Bow-to Do-It , identifies the necessary steps 

to be taken by and for SEXs and UEAs in preparation for participating 

in the EPSDT program. 



The fourth and final chapter is Existing Models . It provides annotated 
descriptions of several examples of effective relationships between 
EPSDT programs and public schools. Appendices have also been included 
which' contain dii^ctories of the following resources; 
- 1) EPSDT Regional Coordinators 

2) EPSDT* State Coordinators 

3) OE Regional Office Program Coordinators 

4) Chief State School Officers 

5) PES Regional Program Consultants, MCH/CC 

6) * State MCH/CC Directors 

f 

These lists are provided in order to enable users of tl^is Guide 
to identify, by name, the types of individuals referenced in the 
•contact* steps described in the How-to-Do-It chapter. Guide users 
should be able to call upon these people for .assistance in pursuing 
the goal of school/EPSDT program integration. 



The Appendices also include regulatory information on linking with, 
and being reimbursed, the EPSDT program. a 



The Context of the Guide 

The initial purposes of this guide, as stated, are to acquaint 

users with what can be done, how. to begin, and Where to look fojr 

assistance, and to illustrate some examples of those programs which 

have been successful. The guide does not pretend to provide all 

of the answers. Each state and local area has its own idyosyncratic 

Ileal th and educational systems which must be understood and used, 

in order for actions to be taken to improve school and health collab- 



This guide reflects one of the many activities currently underway 



to improve interagency collaboration in service delivery to children. 
The participating federal agencies recognize the need to design 
and develop service delivery strategies at all levels which maximize 
(he use of existing resources and diminish fragmented approaches 
to the child. The authors recognize there is one' "whole child"; 
not an educational, health or social service child. This guide 
deals with one piece of the service delivery puzzle which we must 
all help to put together if children and youth are to fully receive 
t£e benefits of our society. 



oration. 




He strongly urge interested ^eaiders to consider the .collaborative service 

delivery effort as a major activity ajjd to undertake 'broa£ approaches at 

the Stale and local jlevels to expand ! thj,s initiative to include other' ~ 

activities such as mental health, corrections, preventive services , etc, * 

personnel of the federal* offices named herein yill be glad to provide * 

0 • • • 

interested readers with contacts and available literature for further 
initiatives'. - 



Preparation of this Guide 



This Guide was developed ^jointly by three components of HEW most 
concerned with - the child health: the Health Care Financing 
Administration, the Office of -Education, and the Public Health 
Service. 



f 



9 

ERIC 



CHAPTER X. TEE EPSDT PROGRAM 

A. The Schools and Medicaid Eligible Children 

The health of children is * major concern to parents, health 
providers and educators. It is generally accepted that the early 
identification, diagnosis and treatment of health problems can improve 
the health of children and their performance in school, and, for 
handicapped children or others with serious health conditions, can 
diminish the probability of the development of secondary 
handicapping conditions. Studies such as the Rational Hutrition 

- Survey, ^the Rational Center for health Statistics atudy, those 

conducted by the Office of Child Health, and others show that Medicaid 
eligible children have sore health impairments than the average 
child. For example, the Medicaid children: 

• Suffer 23% sore bearing -impairment 

• do not grow as tall as other childre^ 

• are »ore likely to have low hemoglobin values 
during their years of growth 

• Suffer a higher incidence of impetigo, gastrointestinal diseases, 
parasitic diseases, and urinary tract infections, and in addition, 
those in urban areas are more often the victims of lead paint 
poisoning, and' insect and rodent bites. 




These children ar^ likely to have twice as aany bosptial stays, »ore 
days in bed both in the hospital and at home, and sore days lost 
from school than the average child, as veil as more impairment from 
chronic disease. 



Statistical reports froc State Medicaid agencies show that among 
the children assessed through the program/ 45 percent require follow- 
op referrals for an average of over two conditions: 
501 are found to be inadequately immunized 

• 25% are found to have severe dental problems 

• 12% have low hemoglobin 

• 10% have vision problems 

• 9% in urban areas have elevated blood lead levels 

• 8% suffer from upper-respiratory problems 

• 7% suffer from genitourinary infection^ 

• 3% have hearing problems 

Some children vitfa previously undetected conditions, such as cancer, 
epilepsy, and congenital defects have been identified through the 
EPSDT program. 



Kany handicapped children identified by Child Find, State Crippled 
Children Services, Head Start, and other early identification programs 
say also be Medicaid eligible. The State Medicaid program may 
thus be one respurce for diagnostic evaluations, treatment, and 
other related services required as part of the comprehensive aystem 
of resources for handicapped children. 



B* Considerations Regarding School Health 
' 1* Assumptions Dnderlying this Guide 

o Children receiving appropriate health services are »ore 
likely to succeed in school and to achieve full 
participation in our society, 
o Because of the unique continuity of contact with children, 
youth and their parents, the schools can offer an important 
focal point from which to refer children and youth to EPSDT 
services* 

o The development of relationships with Medicaid and other 
health providers offers schools a unique opportunity to 
improve the quality of their health programs and assure 
a full range of appropriate health services to handicapped 
children. 

o The use of .the schools to increase and improve services 
to EPSDT recipients is intended to: redudfe; duplication 
of "Services; reduce long term health costs to the community; 
fill service gaps for children presently not receiving care; 
lead to improved educational outcomes; reduce interruptions 
in the educational process; extend the range of services 
to handicapped children; and reduce school associated costs 
due to children's illnesses and absences. 



15 



School Health Goals 

School health services have as their goal the optimum 

4 

growth and development of all children of school age. 
This is obviously a goal shared by many others in the 
health field. However, the unique contribution of 
school health services in the attainment of this goal 
Is through their relationship to the needs of the school 
age child to achieve specific developmental tasks in 
preparation for future responsibilities as workers, 
parents, and citizens. 

There are three basic areas of concern of school health: 
o A school environment which protects students from 

physical, mental, and social conditions which 

would be hazardous to their health. ^ 
o The ne.ed for all students to reach as optimal 

level of health in order to function most effective: 

in the educational environment, 
o A health education program which prepares students 

with the necessary knowledge and skills to protect 

and maintain their own health and the health of 

others in society. 

TOese basic concerns are addressed in a variety of 

> 

ways by school health systems.^ Whether operated by 
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local or State departments of health, boards of education, 
school districts or by individual schools, school health 
provides the opportunity to select and provide for a 
system of relevant activities which result in an improved 
health status of th* school population ♦ 

Health Heeds of the School-Aged Child 
The list of health problems among children is clearly 
sufficient to evoke concern araong parents, educators and 
those involved in school health services as well. School 
health must be responsive to such problems as alcohol abuse; 
drug abuse; venereal disease; unwanted pregnancies; ^ levels 
of immunization for measles, rubella, polio, diphtheria; 

physical handicaps; mental retardation; learning problems; 

* ( 
behavioral problems; traffic accidents; home accidents; shbp 

accidents; suicide? homicide; fires; dental caries, loss, 

deformities; food abuse; anemia; malnutrition; child ab(is< 

and^ neglect; sexual abuse; uncorrected speech problems; 

undetected hypertension; vision problems;" health and emotional 

problems related to physicial disabilities* 



c 
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The EPSDT Prooras 
2 Overview 

The Early and Periodic Screening, Diagnosis, and Treatment 
(EPSDT) program is a federally sponsored Medicaid progran 
administered by each State, in which Medicaid eligible 
families nay voluntarily participate. In some States, 
the health department Manages the program, in »ome 
States the welfare department manages it, and in a 
few States, a special commission is responsible for 
the program. The program is intended to provide a 
comprehensive range of health care services to children v 
of Medicaid eligible familes. 

Eligibility is provided to all AFDC (Aid to Familes* with 
Dependent Children) and AFDC foster care families, SSI children 
*hd, according toSfcate option, to 'medically needy" families, 
children in intact families meeting State income standards. 

Each of the features of the program's name combine to make 

^\ 

the EPSDT program unique: 

■ 6' 

Earl^: assessing a child's health as soon as possible, either 

in the- child's life or when Medicaid eligibility has been 
established, so that potential 



X 
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diseases and abnormal i ties can be detected In. their 
preliminary stages, when they are most effectively 
treated. 



Periodic ; also assessing a child's health at key points in the 
# child 1 * life, to assure healthy development. 

Screening : the use of quick and simple tests and procedures 
td determine if children being examined may have 
"a condition warranting closer medical/ 
dental attention, 

0 

Diagnosis ; determination of the nature and cause of conditions 
requiring attention, by synthesizing findings of the 
health history/ physical examination, and appropriate 
diagnostic tests and procedures. 

Treatment ; the .provision of services needed to control or 
correct the diagnosed conditions. 

Historically, the intent of the EPSDT program has remained 

e 

consistent. The value of preventive health care, both in human 
terms and on a cost-effective basis, has long been established. " 
Preventive health is especially important for children, as 
illnesses or handicaps not treated in^ 
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childhood can easily become barriers to the individual's 
achieving their full potential in society. And for 
children who are receiving publicly funded health care, 
the cost avoidance benefits of treating illnesses now 
and eliminating the need for later expenditures (perhaps 
even in terms of a .lifetime of such dependency) must 
not be overlooked ♦ 

State EPSDT Requirements - - 

Federal regulations require that as a minimum (which 
States should be encouraged to exceed) , States provide 
an array of services or conduct a series of activities 
regarding EPSDT r described below. 

Screening examinations consisting of: 

• health and developmental history 

• unclothed physical examination 

• immunization appropriate for age and health history 

• nutritional status assessment 

• vision testing 

• bearing testing 

• laboratory procedures appropriate for age and 
population groups 



. direct referral to a dentist tor diagnosis and 

treatment (for those over three years of age) 
. developmental assessment (effective 1/1/81) 

Diagnosis and treatment services consisting of; 

• services as appropriate for medical ailments or 



. dental care needed for relief of pain aj*d .infections, 



and for restoration of teeth £ 
. preventive health care, i.e. , immunizations, *tc. 
~ .treatment for defects in vision and hearing, including 
eyeglasses and bearing aids. 

Support services consisting of: 



• arranging for and scheduling appointments 

• transportation to and from services or appointments 

Operational activities consisting of: 

• developing and utilizing the capability of informing 
eligible families of available services, on a timely basis 

• providing for screening, diagnosis, and treatment within 
120 days of the date a family requests services 

• seeking out and developing agreements with providers 
to serve the required services. 



conditions 





3. How the EPSDT Troaram Works 

EPSDT it a State-administered program, and there is no single 
federally mandated procedure or system through which ^e 
"program should be conducted. States have placed the program 
in their welfare departments, health departments, or separate 
commissions. Some States use private' providers for service 
delivery, while others have stressed the use of county health 
departments. There simply is no typical or uniform organizational 
aodel of an EPSDT program because of this ^ride variation 
in State and local needs and resources, 

EPSDT is a Medicaid program under Title XIX of the Social 
Security Act, and the Medicaid agency is responsible for assuring 



that th^f EPSDT program is operated effectively. To do this, 
the Medicaid agency can contract with other public or private 
agencies for help in certain tasks, as discussed below. 



HEW is encouraging .States to make maximum use of all types 

of providers: regulations prohibit restrictions on the type of 

practitioners participating in the EPSDT program. 

However, experience with the program and implementation 
of federal guidelines have resulted in the emergence 



of a general approach or sequence of events in the tunc- 
tioning of 2PSDT. A simplified diagram of these events is 
•hown on the following page, and each step is briefly 
described? below. 

> 

s • 

It should be noted that the system has two "tracks" — some 

/ 

activities relate to recipient concerns, and some relate to 
agency responsibilities. Both a*e reflected in the' discussion 
below* « 

~m. Outreach 

: — * i> 

Outreach is the continuous activity (often, relying on both 
Medicaid agency staff and staff from other public and private 
organizations,) of identifying and contacting cB^idren and 
families who may be eligible for EPSDT. 

In the context of school/EPSDT cooperation, outreach involves 
the schools themselves in identifying and contacting children 
and families. The major advantage that schools have in 
this activity is their daily .physical access to the population, 
which other programs (i.e., KFX) cannot provide. Outreaching 
a finite population should be accomplished more readily 
and effectively than would be a dispersed categorical population. 



f* 



01 



a. 



b. 



c. 
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No Abnormal ties 



I Treatment (Routine, Specialist) j ** 



I 



Periodic Jte^if j^dca^ 
for Reassessment 



♦If family/child participates but uses own provider, they should 
automatically accomplish the next) few steps, and should come into 
the system again at the last step, to be periodically renbtified 
for the next assessment. 



♦•Should be reinforced by • continuing care relationship, after 
initial treatment is completed. 



Xn Stttts ralying heavily on private providers (rather / 
than on county health departments) to provide necessary/ 

services, Medicaid agency staff must continue to "j 

i 

seek out these providers and recruit then for participation 
in the program. Otherwise, turnover and attrition 

l 

would result in inadequate provider enrollment. 

b. Informing/Notification 

Using a variety of techniques and materials, the 
EPS pT^gency must explain the value of preventive 

— health -services -to -eligible or potentially eligible - 
families and children, and encourage them to participate. 

I 

There are two levels of informing which should be , 
conducted. One, public education on a large scale 
in areas where many eligible families are expected 
to be found, is often ti.ed to the outreach function. 
The second type of informing is more formal, and 
is conducted on an individual family basis. EPSDT 
regulations mandate both a face-to-face discussion 
provided by the Medicaid agency staff or other ptfblic 
agency employees' (i.e., AFDC or Title ^XX staff), 
and a written brochure explaining the purpose and 
services of the EPSDT program. 



<pn an annaal basis, the Medicaid agency aust inform all know * 
•ligibles who arc not participating in EPSDT of 'the availability 
of the program and. its services. 

. • - ■ ' / * 

c. Eligibility Determination \/ 

Tht eligibility of a family fqr Medicaid, which includes EPSDT 
services, aust be determined by the State Medicaid agency. 

Families eligible for A7DC, AFDC-Foster Care, and Supplemental 

-> 

Security Income* (SSI) are eligile, as are foster care children 

> s . £ 

> and the "medically needy" in many States.. (This latter group " 
" is often comprised of the "working poor," whose income is 

too high for AFDC eligibility but too low to afford complete 

medical care.) 

If a family is determined to be eligible, they must decide whether 
or not to participate in this voluntary program, i.e., receive 
EPSDT services. If a family is not found eligible, then, the 
EPSDT program usually will have no further contact with them, 
unless the. family becomes eligible at a later date. 

r ' 

d. Participation 

St 

Once the eligibility of a family has been established, the family 
aust decide whether 'they wish to participate in EPSDT. Medicaid 
agency staff should baVe made clear 
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what medical and support services are available . Scheduling 
assistance and transportation are services which all States 
■ust provide, but other services such as babysitting are 
also helpful in getting families to participate. "V : - 

Eligible families which do not choose tp participate do not 
proceed further into the EPSDT system. Instead, they are 
only reminded annually of the existence and benefits of the 
EPSDT program, families which- do participate proceed 
to tfre next step, of "having screening arrangements made. 

e. Schedule for Screening 

Zn order to assure £hat the family has access to medical" 
care if the family desires, the Medicaid agency staff will 
set up a screening for the child, or the family may aajka... 

" 'a \ 

an appointment individually. In many cases, families wy^'- 
* simply present themselves at a provider f s office and receive 
a screening without prior notice to Medicaid agency staff. 
In any jftent, the family must be given a choice of providers 
for the screening. ^ 

The Medicaid agency nust assure that there are ade^ate ' 
nuabers of providers participating in the program to 
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aeet the screening and service needs of EP&DT participants 

in i timely way. Kany States have adequate physician participation, 

but some SUtes also report that participation from dentists 

and specialists across the State, and from providers of all 

types in rural areas , is difficult to"' assure. 

f . Screening 

In accordance with State standards, the provider must conduct 
an examination consisting of at least those federally required 
tests and assessments listed on pages 16-17. 

As stated above, the Medicaid agency Bust make support 

services (i.e., at least help with transportation and scheduling) 

available so that the family can keep the appointment for 

screening. These appointments are important: they are 

the way for many children and families to enter the EPSDT 

system. 

V 

The tests and procedures used in screening are Intended 
to be quick, inexpensive, and easy to administer. They 
are not necessarily intended to provide conclusive proof 
of a problem or abnormality, only the indication that one 
may exist. 



Assessment of Re sults 

" s 

lesults of the screening tests and procedures should 

» 

be assessed and noted in the child's health record 
as aoon as they are available. In those cases vhere 
no abnormalities are indicated, the only necessary 
actiof^for the State Medicaid agency to take is 
to notify the child or family when the next periodic 
screening examination is due. 

Cases where problems or .abnormalities *re indicated 
abould be referred for diagnosis. If the child* 
is receiving pare from a continuing care provider, 
then screening, diagnosirT^d treatment can be 
provided, by ^at same practitioner. 

h. Diagnosis 

The purpose of diagnosis is to determine the nature, 
cause, and extent of the problem or abnormality, 
found by the screening examination. Diagnosis should 
culminate with the development of a plan for treatment 
when it is necessary and appropriate. 

c 

The EPSDT program requires that all children over 
3 be referred to a dentist automatically, just as they 




are referred to medical practitioners. The dentist 
will perform screening, diagnosis, and treatment 
as appropriate. In the past, dental screening and 
diagnosis had been performed as a portion of the 
medical procedure, acrtf as a separate activity parallel 
to it. 

i. Treatment 

Treatment must' be provided according to diagnostic 
* results'/ within the scope of the State's Medicaid 
_ Plan. Tb£^t*e$t3frent can cover a very broad range 
of activities,, frcm a one-time office visit through 
a length^aftd complex course of treatment or counseling* 

Treatment may be provided by a broad range of providers. 
Some may have expertise in performing a portion 
of treatment services needed (i.e., opthalmologists 
providing vision services) , while some may provide 
all of the necessary services (vith referrals to 
appropriate specialists as needed). This latter 
type are termed "continuing care" providers, because 
once they see the child for, the first time under 
ZPSDT and can initiate a relationship vith the child 
or family, they vill*j*e in i position to respond 
to all of the child 1 s health care needs on a continuing 
basis* This practice helps further the ZPSDT goal 
ot getting as many children and families into regular 
»edical care at-potrtt&t^ .< > 



1. frtrlodic Kenotif ication 

*t intervals set by each State, eligible children 
should be re-screened in order for the concept behind 
the EPSDT program, preventive health, to be effective. 
Generally/ these intervals are relatively short 
in the first few years of lif e— many states cal ? 
for 6-8 examinations in the first two years of life. 

Progressively, as the child gets older, there are 
fewer recommended examinations, perhaps at three 
years "intervals, until age "21. ~ 

The periodic notification process is designed to 
inform children and families about the screening 
due, to remind thep of the benefits of participating 
in EPSDT, and to back this up with an offer of necessary 
support services. 

Reimbursement Under EPSDT 

The Health Care Financing Administration of HEW, the 
agency which is responsible fbr the EPSDT program on 
the federal .level, reimburses States for costs they 
incur in conducting several activities, including: 
- Screening, diagnosis, apd treatment of .eligible 

children, at a rate of 50*78%, depending on a 

State 1 » per capital income 
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- Outreach and follow-up costs at 75% 

- Other Administrative costs it 50% 

~ transportation costs it 50-78% if part of medical 
-services under the State's Medicaid plan, otherwise 
it 50% is in administrative cost. 

Education agencies which seek to become EPSDT providers 
■ay be eligible to be reimbursed for expenditures under 
ihy of the ibove categories. Reimbursement conditions 
and procedures vary from State to State, so education 
agencies should ascertain the necessary information 
from their State's EPSDT program. 

Several of the education agencies already participating 
in the EPSDT program have felt that reimbursement has 
helped their program. One view is that significantly 
greater numbers of children can be served, and more 
services provided, fo^ the .same costs to the education 
agency/ because of the reimbursement 1 • "multiplier 
effect" • In other instances, where budgets have been 
cut, the original level of services can be maintained 
but at reduced expenditures, thrbugh that same multiplier 
effect. 

An Appendix to this guide contains BCFA Action Transmittal 
AS-79-101, which provides information on how to seek 
reimbursement for expenditures through Medicaid. 
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CHAPTER II, SCHOOL ROLES IK EPSDT 
Introduction 

Because of the unique nature of their contait with children/ 



youth and parents, schools (through health personnel) offer 
an important focal point from which to identify children with 
problems, to increase student's access to both preventive and 
"curative health services," and to assure appropriate use of health) 
care resources. The development of linkages through the family 
to public, private, and other community health and social ^ 
services is needed in order to integrate existing treatment and 
prevention programs with those services provided in the schools. 
Coordination of all services—outreach activities, screening 
programs, treatment, and follow-up aervices~should be emphasized 
between school health and other health care providers, and social 
agencies in the community, to avoid duplicating efforts, 
increasing costs of services and adding further stress to the 
child and family. 

) : 1 ■ 



• The EPSDT program is not a new one — it began in 1967 
legislation — but schools have not played a major partici- 
. _pating role in it. In undertaking this joint activity. 

the EPSDT prqgramy^then, there are several important 
- things. to be learned by tibth education agencies and the EPSDT 
agency. This chapter concerns the three major roles that 
schools can play in the EPSDT program, and provides information 
about each: outreach, case management, and service delivery. 
-B. - - Outreach 

The purpose of outreach is to both inform potentially eligible 
families and children about EPSDT, and to begin recruiting them 
for the program. 

The public school system in this country is a unique institution, 
1n that^is probably the only universal point of contact 
between the chilcl and family and large scale governmental service 
delivery ^organizations. Although there is not always full agree- 
ment on how best to utilize this contact, the health of children 
has been recognized as important by both educators and health 
professionals, and progress in school health services has been ud 

One of the barriers to more active participation by schools in 
the EPSDT program has been the need to preserve confidentiality 
. of recipients: to publicly single out some children for a 
. public health program in which others cannot participate 

violates the concept of confidentiality. Medicaid status is not 
public information: It 1s a confidential matter between the 
family and the Medicaid agency. 



*md Is to be divulged to others only upon written authorization 
of the family or for certain administrative activities -between 
agencies. Chapters 3 and ,4 discuss potential ways to avoid this 
barrier, and as Appendix to this guide contains an Action 
Transmittal with administrative guidelines regarding confidentiality. 

In providing outreach activities, schools have the opportunity to 
generally inform the school population on the importance of ' 
preventive health, and also contact eligible families to work 
with and encourage them* on a more detailed basis. Such outreach 
activities should ^be provided, bowever, only after an analysis of 
the existing community outreach program has defined the most 
appropriate role of the school in this activity. An outline 
of a typical outreach strategy begins with: 

o an assessment of the existing community outreach activities 

o informing families about EPSDT 

— what it is J 

— advantages of early detection and treatment 

— how to participle in the program 

— what EPSDT services can tfe obtained 

— what support services are available 

This strategy must actively encourage and support participation 
by eligible families, by conducting the following activities 
to overcome potential barriers for the family: 

— helping to select a provider 

— assisting in arranging for appointments y 



— arranging for support services (transportation, 
child care) 

— provide ©agoing counseling to answer questions , 
and reduce fear or confus^n. 

In a school setting, there are several specific kinds of 
outreach activities vhich can be conducted: ' 

personal contact with the child and family by school 
staff who are' knowledgeable in the EPSDf'prosram. 

personal letters to the child and "family from school 
staff who are knowledgeable in EPSDT. 

individual parents or parent groups who are interested 
in the program and will work to Identify, locate, and 
enroll other parents. 

"development and dissemination of posters, booklets, 
and related materials which utilize culturally relevant 
concepts and terms. 

health fairs which focus on child hea\th^nc^»hich 
stress preventive health and EPSDT. 
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^ The costs of outreach activities are eligible for reimbursement at 
the 751 level, as long as necessary interagency agreements exist 
which specify the objectives, responsibilities, and activities of 
the relationship; (See Appendix for copy of relevant Action ' 
Transmittal.) i 

C. Case Management 

The purpose of case management is to organize in one place, or one\ 
system, information on all of the diverse health activities which 
are conducted for a child. Often screening, diagnosis, and treat- 

— sent activities can not all be conducted in one time or place, 
so case management is intended to be a gathering and synthesizing 
of information from several scattered sources. This process is 
crucial if a child is to be assured of being tracked through "the 
complex world of health care services and providers, and of 
ultimately receiving the necessary services on a timely basis. 

Some schools may be well suited to assisting in the case management 
role, which ultimately is a responsibility of the State Medicaid 
agency, according to current regulations. Schools currently 
perform administrative tasks which are equivalent to case management 
in EPSDT —^tracking progress of students from one grade to the 
next, gathering and interpreting results of standardized test 
scores, referring children (either directly, or following special 
diagnostic testing) to special types of education programs according 
to the needs of each child, designing remedial programs. This 
capability may be transferred to supporting case management .in V 
many ways,, such as: 
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• assisting families 1n the choice of providers, especially 
those convenient to the school 



• • using the school as a resource in scheduling appointments 
- and In providing transportation 

• passing records between the EPSDT program and the family 
to verify what activities have taken place, to maintain 

•I 

records, to assure a timely flow of information 



. • follow-up with families to assure that children have 
received the diagnosis and treatment they require, 
according to screening result 

• helping families maintain contact with providers. 

As discussed earlier in Section B Outreach, it is equally important 
that schools participate in case management * after : (1) an assessment 
of the existing case management activities in the community, and (2) 
the most -appropriate role for schools in improving case management 
has been defined* 



< 
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D. Service Delivery 

At Federal, State, and local levels, nutual interest in providing 
EPSDT services in the schools has been expressed* by both Orators 
aid health care professionals. There are a variety of ways in which . 
Schools can either become providers of some or all of the required EPSDT 
services, or can otherwise assist in the provision of EPSDT services. So 
of these roles such as outreach and case management have been . discussed 
previously. The most complex and difficult role for' schools io play is 

• " s 

M as "providers of services themselves. . _ \ 

_ ' ■ \ 

The schools' role of EPSDT provider can have so many alternative ' 
forms that this role should be viewed as consisting of a cluster 
of potential activities rather than as a single rigid series of clearly 
defined health care tasks. It is not possible to cite all of the 
potential forms of service delivery for schools in this manual, but 
it is useful, for educators seeking to bring EPSDT into the. schools, 
to consider some of the service delivery models described in this manual. 
•Three such models are provided in Chapter 4. 

There is no "best" or "correct" way for schools to relate to EPSDT, 
since the populations, political will, resources, and other factors 
surrounding schools will vary greatly between' camuni ties. For 
exanple, schools^ in affluent areas with no Medicaid eligible population 
would not benefit from bringing EPSDT into the schools, .or areas 



..where resources .are. scarce, siay only be able to provide limited or 
partial services. ~~7. ~7T — ~— 



The models in Chapter 4 reflect three basic roles of service delivery 
£br schools. In one model, school nurses can be used tb provide 
screening services for children, and those cases found to have 
abnormal ties can be refered t& other providers for diagnosis and 
treatment. In the second model, -Schools can contract with private 
physicians for them to provide screening, diagnosis, and/or treatment J 
services. Third, the school can be used as a site for the provision of 
public health services. V 



V : 

V 



Chapter XU. HPV TO DO IT 
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Introduction 

There are a rxmber of procedural steps vfoich schools mast ccnplete in 
order to became, involved in providing EPSDT. Just as there is rp one 
"best" or "correct" approach to sendee delivery, there is also r» xne - 
best or correct way for schools to prepare to^becane a n "int egr al part "of" 
€Be provision of services I ¥hrs~chap t eFpresentsT gen eric ip ^roacFvhi cb 
schoois ~could. f ollov in^ieeking^to beco oe pr oviders."" *~ ~ " 



State-Level Program Orientation and Coordination 

As should be clear from reading the preceding chapters in this jjuidV, " 
the EPSDT program is a cenplex one, and educators seeking to becane 
involved with it for the first time should receive at least a basic orien- fc 

taticn in EPSDT. Variations in the nature of EPSDT between states make it 

J 

inpossible for this Guide to present a single detailed orientaticn decunent: 
educators will have to secure their orientation fran EPSDT staff in their 
own States. The best single source of information about EPSDT is each 
State's Medicaid Plan , sir** EPSDT is a Medicaid program. This plan will 
describe the services provided irrier EPSDT, and the way in which these 
services are to be delivered. 

c 

Additionally, since EPSDT is concerned with child health, equally as 
iirportant is a similar orientation about the responsibilities for and the 
provision of child health services in a State. Ihe major sources of infor- 
mation for these services are the Maternal and Child Health and Crippled 



Qyt'irfr^en'-s Services State Plans * JThese ^e_especially_ important .since there 
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are very few settings within which health services for cnly EPSDT recipien 
•dU be provided. Rather, most settings will provide services not only 
to the child eligible for Medicaid but for other children as well . . 
.A ppendices to this guide list" the niaes and ad dresses of" the EPSDT" ■ • 



-Jtottgy for each State. There is « sa^ingetterjt' The lad Vf-this - ' 



chapter which nay be helpful to you in/arposing' a letter of your own, 
lasting a copy of the state Medicaid Plan and MC^CCS Plans, me end of 

thisChapter also includes a description of what information rrey be f ound in 
In these plans. 

*~ ft-'- 
Educators should be aware that not all of the necessary child health 

services are' provided in a single setting,*" ' f 
or by the same provider. Often tin^, children must receive services, 
especially those of a" complicated diagnostic and treatment nature, away • 
from the major primary care setting, which may not even be located geogra- 
phically the local education jurisdiction. It thus is necessary to 
have knowledge of the variety of resources that are available to provide 
full and comprehensive health care. 

An important first procedural step is to have joint meetings which include 
the State EPSDT Coordinator, the State Maternal and Child Health and 
Crippled Children's Directors, and key staff members of the State Education 
Agency. These meetings should be designed with a view toward exploring the 
possibilities of utilizing the school settings to provide health services 



to Medicaid recipients t . 

Discussions about the resources necessary to provide health services, ' 
standards of care, coordination and integration among ccnrounity resources 
both public «nd private, outreach activities, health care ^nanagement, 



*tU&4fecU»t W«, to name * few, « e necessary topics c. ring 
these »eetings. f ~" 



Meetings which include representatives of these three State Agencies 
should be held with their counterpart representatives of tbe t LEA area 
or areas being considered. An Appendix to this guide (BCTA Action ' 
■ Transmittals AI-78-2 and AI-78-46) describes the interagency agreements 
which mast be developed" between the PHS programs and the State Medicaid 
Agency, especially in relation to therEPSDT program. Schools should-be 
able to make use of these documents in developing their own interagency 
agreements. 

Similar discussions as occurred in the State level meetings but at a 
.ore detailed level pertinent to the local areas should be held among 
the participants with the intent of finalizing the selection of the 
participating areas/schools. * 

State agency staff should provide the technical assistance and professional 
consultation to the local area(s) during the implementation of the 
program(s). 

Locai-Level Program Orientation and Coordination 
An LEA representative should identify the EPSDT agency in the area 
covered by their schools, by contacting their local public welfare or 
health departments. LEA staff should meet with local EPSDT staff and 
child*health representatives in order to complete the mutual orientation 
process and to begin program coordination efforts. 
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Topics which should be covered »t such a neeting (or *ore realist! 



• the nuaber of Medicaid (i.e., EPSDT) -eligible children in 
the schools involved 

• hov to determine/verify Medicaid eligibility 

• procedural safeguards regarding confidentiality which Bust 
be eaployed when exchanging inforaation between agencies 
regarding individuals and families. A docuoent regarding 
confidentiality is attached as an Appendix to this aanual. 



a series of neetings) include: 



/ 




f 



• existing heap-tii screening practices used by schools 

• any apparent duplication of "effort in school or health 
program screenings, perhaps determined by coiparing 



rosters or other forms prepared by each agency orlSy { 

other providers 
t potential barriers, if any, to rare coordinated screening 

efforts (confidentiality, reiaburseaent levels) 
• local act ion*ste ps Tj*t ^^^t£^^i^t<^ screening ^gr^£jmd 

introduce EPSDT into the schools, - - . . . 

t any present system used to refer EPSDT eligible children to 

diagnostic and treatment facilities, and methods used for 

following up on referrals 
« policies, proposals, and standards of care necessary for 

the prevision of child health services, 
m existence and type of system used to track children throu^i 

EPSOTfai^oth^ e3ucation* 

ageacies to obtain this information 

The final stage of this local level program orientation and coordination 
is the development and adoption of any necessary interagency agreements. • 

These should set forth the education, _grox«nd _child hlaif^ froTfs~and~the 

me asurabl e obje ctives to be achieved a s a result of the col laborative effortT 

the respons ibilities an d activiti es to be undertak en by each par tyT~ana~ 

the resources ea ch is prepared to_comait to the effort. 
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£ . Establishment of See erinsTCommittae / J 

J. * i 06 * 1 «teeriag committee should be established which My include represent- 

fcives from such organisations- as the LEA and/or school jurisdiction, the 
public health sector, Medicaid/EPSDT, and other appropriate representatives 
from the health sector such as private practitioners, community heal} 
centers, etc. 

Establish Contact vith Local EPSDT Service Providers 

The local EPSDT agency should supply the steering committee with a list of 

individual practitioners, agencies, and health programs providing EPSDT 

services. According to where each State places its empnasis, these providers 

__'•»/ be mostly public agencies (i.e., county health department -of f ices) , "mostly 
private providers (i.e., individual doctors and dentists, or a - — " 

k mixture of these. ' EPSDT regulations require that recipients be given their 

free choice of providers, so school staff should be aware that there 

■ay be a broad group of providers to work with. 

Although contact with providers is generally a Medicaid responsibility, it 
would probably help this collaborative effort (in the eyes of providers) if 
the steering committee were to contact the providers, not the Medicaid 
agency. 

This contact should include: 

o' assurance of private practitioner participation on the Steering 
Committee 

o description of education agency's role, interest, and 

responsibility in the school/EPSDT coordination effort 
o description of the public health agency's role, interest, 
and responsibility in the 'school/EPSDT coordination effort 
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description of support services (i.e. 4 , transportation, 
physical therapy) provided by the education agency, and 
Identification of any eligibility criteria attached to 
those services 

hov schools and local public health resources can help 

reduce the number of broken appointments by providing 

better support services or locations for service delivery 

procedures for exchanging information on screening, 

diagnosis, and treatment results 

description of hov confidentiality vill be assured 

a plan for autual site visits 
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Synthesis of First Steps/Begin Development of 'Service Plan 
The local education agency, in coordination with its steering committee, 
should begin developing specific plins for coordinating EPSDT and 
education programs* To form the basic components of this plan, the 
education agency should: - 
o review information received from State and local EPSDT/ 
Medicaid staffs, such as the State Medicaid Plan, and from 
the State and ^crcal child health programs, including 
handicapped children's programs 
-c -compare the EPSDT screening package with requirements of other 
-screening programs the schools are involved with, in an effort *~ 
to have uniform health screening standards - 
o adopt EPSDT provider performance standards, secured 
from community health programs 

Focusing on Outreach 

Outreach, as discussed earlier in this manual, is one of the EPSDT 
activities in vhich schools can be most effective* It is also one area 



in .vhich schools can most readily become involved, so it will be 

highlighted in this how-to-do-it chapter. 



ERIC 



0 



<3o 



Planning for Outreach 

The -education agency may establish proedures for conducting" outreach * 
activities, steps in the development of outreach activities are: 

. select the organizational ccnpanent and the' individuals * 
within the education agency vhich will have responsibility 
for conducting outreach 
. . determine current ~ outreach methods used by EPSDT,"" education, 
and public health programs seeking to enlist family participation 
. identify staff resources currently used to do outreach for 
other programs (i.e., social workers, psychologists, special 

educators-, conmunity relations workers) 

* t 

. design an outreach information gathering strategy appropriate to 
local conditions, to determine children's eligibility for EPSDT, 
and to identify those already receiving EPSDT screening. 
Secure materials for use in the outreach prccesss, 

informing families with eligible children of the services available 
and of -confidentiality '^larantees provided; -during participation". . 

» 

Clhese materials are available from the Medicaid agency,) 
. conduct a staff training program for those v*x> will* be conducting 
outreach activities, focusing on: ' * " 

— how to explain EPSDT to families 

— advantages of early detection and prevention — 
- of disease 





necessary materials have been secured, outreach activities can be conducted. 
Planning for yfcnitorihq and FolX6w-Up 



Because of their day-to-day physical contact with the children, and their 
experience with maintaining scholastic/testing records and with following 
-students frcm -grade to grade, the schools are in an excellent position 
for monitoring and following up under EPSDT. Schools should develop a plan 
for conducting this activity. • 

r 

Such a plan should determine ^7 the extent to which health services are 
being provided, .andjtbe de gree~to whicH~coo r dination of »er^ice s ~ 

It is important to know that there will be in seme instances an existing 
care plan for the EPSDT recipient. Among these may be the Individualized 
Education Program (IEP) for those children receiving special education, 
the Individual Service Plan (ISP) for those under the Supplemental Security 
Income Disabled Children's Agencies, other care plans developed by health 
providers, such as physicians, the local health department, and private 
organizations providing services fc^the handicapped. A means by which 
one care plan, if at all possible, can be vised as a principle vehicle for 
monitoring the provision of services, is a priority area for action. 




Progress through the EPSDT program, as seen in any individualized care 
plan that has been developed, should be reviewed periodically with the 
f sally, based on the needs of the individual child, to assure that 
ne'eessary diagnostic and treatment procedures 'have been completed. * 

T£e local steering committee should monitor overall activities of 
schools at the local level. The participating State agencies should 
mutually oversee activities across the State and provide necessary 
technical assistance and professional consultation. States should in 
turn report collaboratively to designated OE, HCFA, and PBS regional 
office and central office staffs. 
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SAMPLE UTTER TO STATE EPSDT COORDINATOR 
EPSDT Coordinator 
State Medicaid Agency (by name) 
State Capitol City, state 

Dear EPSDT Coordinator: • 

I am the (title) in/for \ , „ , 

school system) in (Citvl ft - - nn f , {county/ 

ffl!" "jr. we pr,v,i. C, g citf o n al/ e d" ervlcet Mnb.r) 

specific information about ("Si- W Reed J «°? 

we need include: * s ? EPSDT P^n. The facts 

• - Who is eligible (categories and "Income levels)? 

- ■" 2jLiS tS -u!irJ r°J edureS are 1nclud ^ d * n * h e screening 
package? "What tests are optional? «"»»y 

" J* w i a J, a 9es is a complete screening performed* 
Wha't a°gesT UP °" screenin 9* performed at other times? 

- What tests are included in t,he follow-up screenings? 

" S h !. C ?" P erform screening services? Nurses' 
Pediatric nurse practioners? Physicians? 

with Vh.\£H Pr ° V1d ? us ldth 8 ° f the *t»t« PM "long ' 

ttn^^JjIl 1 !^ we ,?°; 1d also «PP r eciate receiving a ccpy of the 
Sft^SZ W^reV' 8PPr0Ved $Creen1 " 9 ' trek 

r • ' . 

Hal/Su r B ^Jf tdff 8t -WfTy ,"«!£)» become familiar with* the roate- 
VAlr Sw? f l de us % w e» would like to convene a meeting between the 

o? S oIr S r" soe ?!lvS IS. #br . th ! PUPP ° Se ° f eXplon ' n ^ 

Iffirl lit 5 erv1 « s ' Perhaps you could indicate who from your 



* • 



■OTinng. collaboratively With- the EPSDT prog™J " 
Sincere!^, 



(Name) 

(Title) (LEA) 
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■ . 4- 
. 4 ' SAMPLE LETTER TO SCREENING PROVIDER 

Dear ,( Provider's Title]; 

I an (Name, Educational title) for (Social Fd.i«-»t<«n d-o„..»«/ 
School ) in/at (School Svste-i/PoM ^ r. P ' " UC2t,on Prooram/ 
reTatV^ » I ^ nn ' Our program provides educational/ 

re.Tate. services, for handicappe^children (ages 0-21 yrs. ) . As- our pro- 

jataent services for edu- 
on to coordinate referral 



!SJ2i M *™!? * creeni «9. diagnosis, and trdatment 



"ro^s^on^^ 0 " 5 ' We $eeMn9 *° ttr "°P^« 



. Many of EPSD7 children screened by yourself 
JaveJiandicapping conditions which will Require 
. Notification from your office as to who these c 
•flltion noted will allow us to anticipate their 
•prepare responsive programs. 



(your program) may also 
specialized services. . 
hildren are and the con- 
educational needs and 



' * It would save duplication of outreach/scredni no efforts n* wh™ 



-ta'^f^ra-r ""!" th ^^p^ provider^' 

vo.ir,fi/^i? S L*I re ^ y J b . e i "'' a^e • '"formation provided to us by 
S "l! 9W«? 8 StHct confid «"»»l manner, - 4$ mandated 

hm»i*l« ! dvance * th J" k y° u for ^ur assistance: We look forward to 

J£t<L ™ y0U *- Please do cal1 us 8t (Phone/ number) if you have any 
questions or require more information. L ' 

Sincerely, 



Name ■ {''" 
title, Educational Unit 
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EPSDT coord nator Md r&u2t.d 2. li. * S ri J ten t0 * our st8te ' s 



ELIGIBILITY 

Who 1s eliolble for EPSDT in your tutu 



to ehlldrJ iho^n nSril4fhi e ri" S f^ 1 "*' at or no cost, 

"J^Sng EPSOt!' 9 ^ ^ C0BB . U ?^ ^PO^e for ad- 
NOTIf I CATION |$*2 ■ V 

Who 1s told about* EPSDT? 

Fanilies eligible for, but not participating in, EPSDT are ~ 
inforaed about- the service at least once a year — in writing. This 

■JI^Jw ' t J* 7 rtCeiVe * brocbure *» Bail or are given one during 
eligibility determination at the Welfare Office. Tou (the LEI) want 
to request tone brochures froa the local welfare officer These 
SSf* - **.^«.«Pl«in to parents, of handicapped 

children who are also Medicaid eligible that there are additional 
services available to then .through the EPSDT prograa. 



♦Even the name "EPSDT" 1$ not universal, fn HVinoTs Hawaii anrf 
Oregon 1t Is Kedichek; In California, Child He Uh and mlll ut 



52 



SCREENIHGPACKAGCS 



v • J ■»«.«» . c a screemnc pack ? • 

"OSt States Offer a «i»rfr. Ma « ^ - 

J^ 8 -?!^ Provided L locfr^" 5 -^ 15 that are Co ™n- 

tE>r. the bst of $erv<c « offered S »sS^v t ^f? ,Uh P r °S™«. 
there ire conponenu ^upllcatfve S* thnf ? J^J'blf children to see'if 
MrMmncs. Usually a ?hfld rKef^^ £fe C J! ducted durin S educational 
•""tests. Children may be elio^l! S« St £PSDT screen recefv ^ 

two years, or less oftel To dllll^ill screen * n 9 every year, every 
*n S services you will ^ £ ™# Sffif? °' " reen " 

HEALTH CARE pgovjoggs 

- - JWcll,.^, sf three rodel$ f • used Jn statK: 

•Art. HtlfSld provlSSisf U9n ° SlS ind treatment to 

2 ' ilFZlti? £5S?« P^^ded by prime 

«*•■ Providers Incjft »TS& gSS* 1 '^^ 
3. A combination of 1 arfd~2". 

tas . current Hn of scr.en.n^provTll^ln^r^ee." 4 « 5 *~~ 



r. te fD b U r S<n ent for .lie,,, to person, ustng p rivate , ut05 . - 
2 * SXr'SJS? * WOrkers « »e «ed on pobh'c 

* 

3. Contracts with agencies to provide transportation. ' 
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§ ' filg ffite «*™* md folio,. 



ind fSllo^up ^ ° Utrw f ch ' arran3ios ^"reenlng 



OUTREACH 

. Explain EPSDT 
' . Identify Eligibility 
9 -Status 



ARRANGE FOR SCREENING' 



4 



Identify screening i nd_conti 5 ul^lc*r*. providers 
O.fer scheduling and support services to families 



FOLLOW- UP 



. .Identify .diagn osis «nd treatment prov iders if not obtaining 
c*Tt from continuous care providers " — 

. assure that efforts _are made to secur e needed ~g*~re 

. Assist in scheduling penJodTcTcreenlng appoint- 
Bents — . . 
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CHAPTER IV. EXISTING MODELS * 



A. I ntr od u ction 

There are several examples of successful partnerships between local " '. 
•ducational systems and EPSDT programs. They have cccured in a variety of, 
«eys in several locations across the country, sane dating back to the early 
years of EPSDT,. 

Although the number of examples 'provided in this manual is small, these 

exarples have contributed significantly to an understarding of workable, 
-• --practical approaches to building EPSDT-IZA relatimships. This chapter will 

describe three basic models: They might be entitled "The School as Outreacher;" 

nhe .School as Screener," and 'The School as Full-Range Provider." . 
Each of these models address different roles for the schools, each serves a 
different purpose appropriate to local conditions, each entails different 
organizational, procedural, and funding considerations, and each places the 
school in a vital role of helping to assure quality health services for needy 
children. 



The fccus of this chapter will be on each of these different roles in turn, 
and existing models will be 'used to illustrate how each role can work. 



B. 'The School as Outreacher' 



Under this model,~the school acts basically as an outreach agent for the ZPSUT 
program. As discussed earlier in this Guide , EPSDT outreach isTprocess of 
identifying eligible clients, informing them of services available,, 
and recruiting them for participation in the program. This could be accomplished 
in exjunction with other outreach activities the school might be involved ih 
such as identifying children with potentially handicapping conditions as required 
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under previsions of Public Law ^ other activities . 

4» Pliiladelphia public school system provides a working ex2rrple of this 
model. - Ihe school district there has entered into agreements with several 
hospital clinics and private physicians to provide screening to children in* 
certain grades of -the school program, -Since the state Public School Hedth 
cede requires physical examinations for all children in some grades, and the 
EPSDT screen satisfies the requirements of this code, the program directly 
benefits the schools as well as the EPSDT program and its client-children. - 
Since providers agree to diagnosis and treatment or referral for all Medicaid- 
eligible children vfcera they screen, the school's role has the effect of placing 
eligible children and their families in direct contact with' sources of continuing 
medical care. The district canries out this role in two ways: In seme parts 
of the city, eligible children are referred directly to clinics or private 
physicians for screening; elsewhere (where there are high^ccocentraticns of 
eligible children), providers perform screening services at the school. 
In either case, the school does not act as the EPSDT fiscal agent providers 
are directly reimbursed by the State Medicaid Agency. In the case of the in- 
school screenings, the providers screen all children, and absorb the costs 
associated with the screening of rxn-Medicaid eligible children. The schools 
are^uthoriaed to receive a 75* match of costs incurred by them in arranging 
and conducting the outreach activities. 

For more information, ccnatact: 
Director 

• Division of School Health Services 
The School Districts of Philadelphia 
Board of Education 
21st Street S. of the Parkway 
Philadelphia, Pa. 19103 
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, "The School as Scneener" 
This model requires that schools serve vnder agreement with the appropriate 
state and local agency to provide screening for eligible children. They 
nay also provide outreach as part of their EPSDT services, or this may be 
done by other agencies or providers. In order for the school to qualify as* 
a certified provider of this service, they must employ qualified health 
personnel as specified in Federal and State regulations. In many cases, the 
screening is coordinated by school nurses, with supervision and participation 
by a qualified physician. In seme situations, nurse practitioners may provide- 
-most or all of the screening. Paraprofessicnals are often employed to assist 
in the screening process, as well. 

The public school system in New Orleans currently operates a model of this 
type. In this example, an agreement between the State Department of Education 
end Health and Hunan Resources allows the Departanent of Education to subcontract 
directly with local school boards for EPSDT screening. In the New Orleans 
exarple, school nurses work fran prinouts of Medicaid eligible children to 
identify and recruit these children in the screening program. 

If a medical problem is discovered during the screening process, the child in 
cjjesticn is referred to a clinic or private physician for diagnosis and treatment . 
The school nurse then assures, follcwnp responsibility, i.e.> assists in 
scheriii l ing appointments , works with the child and f*nily to facilitate appointment 
^ keeping, assures that a report is sent to the school , arri coordinates 
arrangements for such additional medical encounters as maybe necessary. ■ 



This service is provided only to Medicaid-eligible children, and the LEA is 
directly reimbursed by the State Deponent cf Education, *>ich bills thejtecica 
agency^ Clinics br private physicians w*> provide diagnosis and treatment also 
bill the State Meji^a^agencj. The school nay -also be eligible for a 50K 
match of any administrative costs incurred in relation to the screening program. 

Additional information about the New Orleans program is available from: 

Supervisor of School Nurses 

Department of Medical and Health Services - 

New Orleans Public Schools 

New Orleans, La. 70112 

" A prcsratT1 **** 15 similar in concept, but vhich focuses upon school-based 
health arid developmental screening for pre-school children, was passed by the 
1977 Minnesota legislature and is currently being implemented in the state. . 
Part of this implementation involves development of agreements between the 
Departments of Health, Department cf Public Welfare, and Department of Education 
to enable schools to* receive' Title XDC reimbursed for screening Medicaid 
eligible children. Additional information "can be obtained from: 
Coordinator 

Preschool Screening Program 
Minnesota State Department of Education 
Capitol Square, 550 Cedar St. . 
St. Paul, m. 55101 

r>"The School as Full-Range Provider " 

As in the case cf the screening model, schools vho provide the full range 

of EPSDT services must operate 'their program under the terms of an agreement 

with the appropriate state and/or local agency. Under this model, the school 

roust be in a position to provide medical diagnostic and treatment as defined 

in an earlier section of this Guide, in addition to screening services. 3hese 

service must meet all applicable Federal and State standards, and must be 
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inder the direct authority or control of the school district, i.e. , the 
school must be the accountable 'agency with respect to direct provision of 
EPSDT services for its Medicaid-eligible population. In order to qualify, the 
school may either directly erploy the necessary medical and allied professional 
personnel, or nay assure the availability of certain services through contracts 
or other types of agreements with medical clinics, laboratories, or private 
physicians . • 



In many applications of this model>the key medical person will be (a qualified 
. Ifcrse Practitioner, a person trained to perform physician exaninaticns , to 
diagnosis and treat carmen illnesses, and to serve as case manager for children 
whose medical problems require referral and follow-up. . 

A program of this type is currently being operated by the Hartford public ' 
schcqls. Under the terms of an agreement with the State EPSDT agency and with 
assistance from a University-based Health Center, schools provide a full .range of 
primary medical and dental services- to Medicaid-eligible children. 

The program is located in a 'taedically urrierserved" urban~ir^^aving^high • 
concentration of eligible families and ^actually functions as the principal 
primary medical care facility for.children of that population. Most of the 
services (including prijrary ambulatory medical care as well as outreach, 
periodic screening, case management, and medical follow-up) are provided by 
school-enployed medical and ancilliary personnel operating out of the district's 
Health Services Unit. (A suburban off-shoot of the program tfffers screening 

t * 

alone, on the assuiption that most children have access to their own physician.) 
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2n the case of the Hartford program, the city administrative office serves 
as the fiscal agent who bills the State EPSDT agency and reimburses the school 
• at a rate of 90% of the Medicaid ironies it generates, retaining 1054 of that 
aroint- for acMnistrative costs; Additional revenues, including school health 
funds, private foundation ircnies, and financing made' avail able fron new state 
legislation (which resulted, in part, frcm the success of the Hartford 
project) are added to the fiscal base of the district Health Services Unit 
to the extent that the program is essentially self-financed. Contact: 
Coordinator 

Oa dance, Health and Psychological Services 
Hartford Public Schools 

Hartford, CN - 
E. ■ Soimary - 

Each of these models of school-based EPSDT services offer certain benefits 
and present certain problems for the implementing school. A problem conmon 
to all of the models is the matter of confidentiality of information which 
identifies Medicaid-eligible children. This problem can be overcome in part 
through interagency agreements which authorize the school 's status as an EPSDT 
provider, and partly through effective outreach strategies, insofar as the 

eligible family's right to privacy is not violated. 

v 

In the case of the screening and the full EPSDT service models, start-up costs 
pose a significant barrier; since the EPSDT program ^s of a reimbursement type, 
schools may have difficulty in acquiring the initial "seed money." . in some 
cases, largely dependent upon decisions of the State Medicaid/EPSDT agency, 
these costs can be offset through capitation made, possible by certain waive** 
vhich nay be granted by HTFA for purposes of initiating such * J 
program. Pending Federal Legislation (the &ild Health Assurance Program, 
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OWP), if passed, cay serve to allieviate this problem. . 

Economies of scale also play a role in this regard: medically underserved 
areas exist in rural as well as urban areas, but the implementation of such 
programs in other than urban centers with high concentrations of Medicaid^ 
eligible -children is not fiscally attractive. A partial solution to this 
problem jnight exist through interagency agreements linking in such program as 

those for MpfTfti CCS programs funded under Title V of the Social Security Act «r 
JervScef ^Vcare^prograns .uch as community health centers under the Public Health' 
A final problem is that of overcoming the barriers to school-based health 
programs that arise out pf the typical resistance cn the part of both the 
schools and the medieal-COTiunity to collaborate in the delivery of health 
services. Vhere such programs have become established, this problem has 
tended to resolve itself. In many other situations, it has prevented the 
establishment of such programs. It is required of both sides that they 
examinetheir separate interests in the"context of their mutual commitments, • 
and the potential benefits for needy children. . 

A final problem for schools wishing to participate in^EPSDT is the administrative 
workload involved. Many school systems may not be organized to handle large- 
scale unit billing on a per-child/per service basis— a feature of Medicaid 
reimbursement procedures that is more common to medical practice and human ^ 
resources agencies. • In addition, certain requirements pertaining to records 
and reports (required in most states for program accountability) may be new to 
the typical school's data management experience. Potential resolutions to 
these problems maybe found through the 5054 EPSDT match available for administrative 
. costs, and through the 90% match for costs of developing the necessary data" 
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A formal evaluation of the EPSDT/scbools service delivery link has not yet 
been undertaken, althcugh plans do «ist to begin such an evaluation* in the 
Fall of I960. However, both health and education professionals have been." 
able to identify a variety of benefits viiich arise out of this joint activity. 
Seme of these are: 

. Virtually all eligible school-aged children are enrolled in, 
or kncwvto, the schools- The schools are therefore .in a* 
position to play a hic^ily cost-effective role In linking 
these children 'to appropriate medical resources, vi>ether 

throjgtv referral or direct provision of EPSDT services. 9 

* 

>* . Many of the features^ of the EPSDT outreach, screening, and 

» 

follcw-q? activities are consistent with requirements of 
other federally funded programs in which schools may parti- 
cipate (e.g., the child find, IEP, and related services 
ryjuirements of P.L. 94-142) which do not provide additional 
ffiinds to meet the total costs of these added programs ' 'require- 
"ments. Schools can, particularly in areas with high concen- 
trations of Medicaid-eligible children, help defray these 
added costs through participation in the EPSDT program. 

; In areas having a high density * of medical resources, schools 
can fill gaps in outreach and referral services through minor 

i * 

extensions of then existing child find, IEP, and related • 
services programs, while at the same time becoming^ more able 7" 
" to assure availability of related services through inproved 



linkages with the health; . ccmiuriity.> ■ 

Is vhich effectively participate in screening, 
/or diagnosis and treatment services, will contribute - 
-~ significantly to the realization of canirbnity preventive 
health strategies through inproved participation by ' 




the private and "public 'health "practitioners and throu gh _T 
i mprovement's in thVhealth'atatus' of"~chiidrel T. " " ~" : ~3kF > > 



. Schools vfcich effectively participate in EPSDT screening and' . 
follcwnp services\may help to achieve greater efficercy 
tn the process of referring eligible children to a number of 
private physicians, thus preventirxj unnecessary overloading 
of individual private sector resources— a' frequent barrier Jto 
accessability of needed medical services. 

It is hoped that the benefits and barriers discussed in this guide will be 
thoroughly examined by school leaders, their health care system counterparts, 
and agents of relevant State and local agencies. It can' be determined that 
schools have a vitally inportant and cost-beneficial role in solving seme 
of the problems Associated with providing high quality health services to 
Medicaid children. ■ * 
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APPENDICES 



!• EPSDT Regional Coordinators N * 

2. EPSDT State Coordinators 

3. OE Regional Office Program Coordinators 
A. Chief ^|ate School Officers 

5. FES Regional Program Consultants, MCH/CC 

6. State MCH/CC Directors 

* s 

7. HCFA Action Transmittals AI-78-2 and AT-78-46 (Interagency 
Agreement Guidelines) 

8. ".Confidentiality Strategy (currently in draft form, to be published 

in Spring 1980) 

9. HCFA Actipn Transmittal AT-79-101 (Reimbursement for EPSDT 
.expenditures) 
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HESZCW I 



REGION VI 



Maria Kahn 
HCFA, Medicaid 
John F. Kennedy Bldg 
13th Floor., 
Government Center 
Boston, MA 02203 
223-1467 



Betty Collins 
HCTA, Medicaid 
1200 Main Tower Bldg 
2^th Floor 
Dallas, TX 75202 
729-6431 



REGION n 

Ks.,Tecla Zem 
HCFA, Medicaid 
Federal Bldg, : ~ftn 3842 
26 Federal Plaza 
New York, NY 1C007 
264-2579 
REGION III 

Betty Vfceeler 
HCFA, Medicaid 
10th Floor 
P 0 Box 7760 

36th and Market Sts. 
Philadelphia, PA 19101 
596-1322 

REGION IV 

Allie Saxon (Atf FL, GA, SO) 
242-2081- 

Jerry McClain (KY, MS, NC, TN) 

242-2562 

HCFA, Medicaid 

101 Marietta Tower 6th Floor 
Atlanta, Georgia 30323 



REGION V 



Jonathan Nachsin 
HCFA, Medicaid 
Root A-335 
175 W. Jackson Blvd. 
Chicago, It, 60604 
353-3702 ' 



REGION VTI 

Judy D'Anbrosio 
HCFA, Medicaid 
5th Floor 

Federal Office Bldg 
601 East 12th Street 
Kansas City, MD 64106 
75^-3763 

REGION VIII 

Mr. Lauren Smith 
HCFA, Medicaid 
7th Floor 

11037 Federal Office Bldg 
Denver, CO 80294 
327-2631/2682 



REGI 



:on ix 



Sara Puree 11 
HCFA Medicaid 
14th Floor 
100 Vah Ness 
San Francisco, 
556-4946 ( \ 



CA 94102 



REGION X 

William Collins 
HCFA, Medicaid 
MS 505 

Arcade Plaza Bldg 
1321 Second Avenue 



Seattle, WA 
398-0506 
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REGION H 



Connecticut 

Ms. Elaine Pegalo 
Department of Social Services 
HO Bartholomew Avenue 
Hartford, Connecticut 06106 
203-566-2211 



Maine" 

Mrs. Edna Jones 

State EPSirr Coordinator 

Bureau of Health 

Division of Public. Health Nursing 
Department of Hunan Services 
State Office Building 
Augusta, Maine --04 55 3 
' 207-289-3259 



New Jersey " 

Ruth Stekert, M.D. 

EPSDT Coordinator 

New Jersey Medicaid Program 

324 East State Street 

Trenton, New Jersey 08625 

609-292-8197 

New York 

Mr. Walter Gartner 
Division of Medical Assistance 
N.Y. State Dept. of Social 
Services 

40 North Pearl Street 
Albany, New York 12243 
518-474-9249 



Massachusetts 

Ms. Jean Marie DeGiacomo 
Department of Public Welfare 
600 Washington Street, 
Room 740 

Boston, Massachusetts 02111 
617-727-8084 



New Hampshire 

Ms. Judith Lanouette Nicholson 
Division of Welfare 
8 Loudon Road 

Concord, New Hampshire 03301 
603-271-3706 

Rhode IslaTK? 

Mr. Donald Sullivan 

Social and Rehabilitation Services 

67 New London Avenue 

Cranston, Rhode Island 02920 

401-464- 2181 

Vermont 

Ms. Joy Morrell and John Taf t 
Department of Health 
115 Colchester Avenue 
Burlington, Vermont 05401 
802- 86Z\ 5701 Ext. 355 



Puerto Rico 

Conception Puerez-Puerez 
Director, 

Medical Assistance Program 
Department of Health ^ 
Box 10037 

Caparra Heights Station 
Rio Piedras, Puerto Rico 
809-765-9941 

Virgin Islands 

Mr.^ruiona Bonnano 
Director 

Bureau of Health Insurance and 

Medical Assistance ' 
Department of Healt£f~\ 
Franklin Building ^ 
Charlotte Analie, St. Thomas, 

Virgin Islands 00801 
809-774-6658 
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REGION III 
Delaware 

Ms, Patricia Phillips 
Division of Social Services 
State Iteparenent of Health 
and Social Services 
Post Office Box 309 
Wilmington, Delaware 19899 
302-421-6154 



West Virginia 

Mr. Ross Epling 
Division of Medical Care 
State Department of Welfare 
1900 East Washington Street 
Charleston, West Virginia 2S30S 
504-348-8990 

REGION IV 



District of Columbia - Position vacant Alabama 



CONTACT: Dr. Stanley G. Leftwich, Chief 
Coordination Branch 
Department of Human Resources 
Medical Assistance Division 
614 H Street, N.W., Room 708 
Washington, D.C. 20001 
202-727-0753. 

Maryland 

- Ms . Amy Chapper 
Department of Health and 
Mental Hygiene 
Medical Assistance Policy 
Administration 
201 West Preston Street 
1st Floor 

Baltimore, Maryland 21201 
301-383- 26SS 

Pennsylvania 

Mr. James McJCittrick 
'State Department of Public 
Welfare 
Room 553 

Health and Welfare Building 
' Harris burg, Pennsylvania 17120 
717-787-1170 

Virginia 

Ms. Patricia Fiedler 
Virginia Medical Assistance 
Program 

State Department of Health 
109 Governor Street, 8th Floor 
Richmond, Virginia 23219 
804-786-6273 



Ms. Beth Reeder 

Medical Services Administration 
2S00 Fairland Drive 
Montgomery, Alabama 36130 
20S-277-2710 Ext. 341 



Florida 

Ms. Donna Kuen 
Department of Health and 
• Rehabilitation Services 
Social Economic Program Office 
1323 Winewood Boulevard 
Tallahassee, Florida 32301 
904-487-2127 



, Georgia 

Ms. Wilma Cooper 

Department of Medical Assistance 

Division of Benefit Payments 

1010 West Peachtree 

Atlanta, Georgia 30309 

404-894-4954 



Kentucky 

Ms. Buena Bishop 
Bureau for Social Insurance 
Department for Human Resources 
DHR Building 

Frankfort, Kentucky 40601 
502-564-3476 
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Mississippi 



Ms. Virginia Walker 
Mississippi Medicaid Connu* ssion 
P.O. Box 16876 
Jackson, Mississippi 39216 
601- 3S4- 7464 



Mr. Charles Bowman 

100 N. Senate Avenue, Room 702 

Indianaoolis, Indiana 46204 

8-336-4309 



North Carolina 

Ms. Susan Hunt 
Division of Social Services 
Medical Services Section 
Recipient and Patient Services 
325 N. Salisbury Street 
Raleigh, North Carolina 27611 
919-733-6775 . 

South Carolina 

Ms. -Bonnie Witherspoon 
Department of Social Service 
Post Office Box 1520 
Columbia,. South Carolina 29202 
803-758-7998 

L 

Tennessee 

Mr. Robert Butler 

Bureau of Medical Administration 

and Coordination I 
Division of Medical Services 
Department of Public Health 
Middle Tennessee ChesfDisease 
Hospital 

283 Plus Park Boulevard 
Nashville^ Tennessee 
615-741-6347 ^ 

REGION V 

Illinois 

Mr. Oiarles H. Pfotenhauer 

Medichek Program 

921 E. Washington Street 

Springfield, Illinois 62708 

8-956-1434 



Michigan 

Mr. Bill Keller 

Department of Social Services 

Commerce Center Bldg., 9th Floor 

300 S. Capitol Avenue 

Lansing, Michigan 48926 

8-253-7620 



Minnesota 

Ms. Nancy Feldman 
Department of Public Welfare 
4th Floor, Centennial Office 
Building 

St. Paul, Minnesota 55155 
8-776-6955 

Ohio 

Ms. Colleen Mcfturray 
Ohio Department of Public 
Welfare 

Division of Medical Assistance 

Bureau of EPSDT 

State Office Tower, 34th Floor 

30 E. Broad Street 

Columbus, Ohio 43215 

8-942-5748 



Wisconsin 

Ms. s Raaona Radtke 
Deparment of Health and 
Socia| Services 
110 East Main Street 
Madison, Wisconsin 53702 
8-366-6801 



REGION VI 
Arkansas 

Ms. Karen Feagin 
Arkansas Social Services 
Medical Care Division 
Post Office Box 1437 
Little Pock, Arkansas 72203 
501-371-2273 



REGION VII 
Iowa 

Ms. Kathi Kellen 
Bureau of Medical Services 
Department of Social Services 
Hoover State Office Building 
Des Moines, Iowa 50319 
SIS- 281- 8795 



Louisiana 

Mrs. Rosemary Morris 
Department of Health and 
Human Resources 
Office of Family Services 
755 Riverside Mall 
Post Office Box 44065 
.Baton Rouge, Louisiana 70804 

504- 342-3906 

flew Mexico 

Mr. Carlos Fierro 
EPSUT Coordinator 
Room 524 PERA Building 
Health and Soical Services 
Department 
Post Office Box 2348 
Santa Fe, New Mexico 87503 

505- 827-2401' . 

Oklahoma 

Bertha M. Levy, M.D. ' 
Supervisor, Medical Unit 
Department of Institutions 
Social -and Rehabilitation 
Services . 
Post Office Box 25352, * 
Oklahoma City, OklMfca 7312S 
405-521-3801 ^ ' 

Texas 



Kansas 

Ms. Sandra Barrie 
Medical Services Section 
Department of Social and 
and Rehabilitation Service 
Medical Services Administration 
State Office Building 
Topeka, Kansas 66612 
913-296-3981 

Missouri 

Mr. Thccas Lars en 
Department of Social Sendees 
Broadway State Office Building 
Jefferson City, Missouri 65101 
314-751-4247 \ 



Mr. Bob -Smith 
Program Manager 
Medical Services Specialties 
Division 

State Department of Human Resources 

200 East Riverside Drive 

Austin, Texas 78704 N 

512-475-6391 



Nebraska 

Mr. John Alexander 
Medical Services Division 
Department of Public Welfare 
301 Centennial Mall South 
Lincoln, Nebraska 68509 
402-471-3121 (Extension 145) 

REGION VIII 
Colorado 

Ms. Phyllis Payne 

Division of Medical Assistance 

1575 Sherman Street,- 10th Floor 

Denver, Colorado 80203 

303-839-3031^ 



Montana 



REGION DC 



Ms. Marie Brarier - Title XX 
Social Services Bureau 
Post Office Bex 4210 
Helena, Montana 59601 
8-587-3952 

North .Dakota 

Ms. Doris Schell 
Medical Services Division 
State Capitol Building 
16th Floor 

Bismarck, North Dakota 58505 
701-224-2321 

South Dakota 

Ms. Joyce Sugrue 

Medical Services Administration 

Richard F. Kheip Building 

Illinois Street 

Pierre, South Dakota 57501 

605- 773r 3495 

Utah 

Ms. Betty Johnson 
Office of HCFA 
150 West North Temple 
Roam 230 

Salt Lake City, Utah 84110 
801-533-5038 

■ Wyoming , 

Ms. Maureen Maier C 
Division 'of Health and Medical 
Services 

Medical Assistance Services 
4th Floor, Room 459 
Hathaway State Office Building 
Cheyenne,. Wyoming 82002 
307-328-9533 



California 

Mr. Siegried Centerwall, M.D. 
Chief, CHD? Branch, Room 300 
Department of Health Services 
714 P Street 

Sacramento, California 95814 
916-322-4780 

Hawaii 

Ms. Loretta Fujiwara 
Department of Social Services 
and Housing 
Post Office Box 339 
Honolulu,' Hawaii 96809 
808-548-6584 

Nevada 

Eloise Harris, R.N. 

State Welfare Division 

Medical Care Section 

251 Jeanell Drive 

Capital Complex 

Carson City, Nevada 89710 

702-885-4775 

REGICN X 

Alaska 

Ms. Val Lennon 
Department of Health and 
Social Services 
Pouch H-06 

Juneau, Alaska 99811 
907-465-3388 

Idaho 

Mr. William Overton 

Department of Health and Welfare 

Bureau of Child Health 

State House 

Boise, Idaho 83720 

208-384-2127 



Oregon 



Mr. Wallace Roseboro 
Adult Family Services Division 
Health and Social Services 
Section 

Medichek Sub-unit 
203 Public Services Building * 
Salea, Oregon 97310 
503-378- 588S 

Washington 

Ms. Elizabeth Benedict 
Office of Medical Assistance 
Health Services Division LK-11 
Department of Social § Health Services ' 
Olynpia, Washington 98504 
206-753-7313 
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*. REGION 



01 RECTORY 0? RESIDUAL OFFICES OF EDUCATION 



CONTACT PERSON 



REGION 



I James C. Cronin VI 
Division of Educational Svcs. 
Office of Education, Segion I 

John r. Kennedy Federal 51 dg. 
Room 2403 

Boston, Massachusetts 02203 
(617) 223-7227 

| 

II Clara Luna VII 
Division of Educational Svcs. 

Office of Education, Region II 
26 Federal Plaza •* 
New York, New York ' 10007 
(212) 254-8145 



CONTACT PERSON 



III Oessica O^Antonio 

Office of Intergovernmental 
and Special Services 
Office of Education, Regionlll 
• 3535 Market Street 
Philadelphia, Pennsylvania 19101 
(215) 596-1001 



IV Polly Mcintosh, Chief IX 
- Office of Intergovernmental 

♦and Special Services 
. ~ Office of Education, Region IV 
• 101 Marietta Tower Building 
Suite 301 

Atlanta, Georgia 30323 
(404) 221-2063 

V Robert H. Hewlett, Chief 
Office of Intergovernmental 
and Special .Services 
Office of Education, Region V 
300 S. Wacker Drive, 32nd Floor 
Chicago, Illinois 60506. 
(312) 353-1750 V 



Earl P. Schubert, Director 

Office of Intergovernmental 

and Special Services 

Office of Education, Regional 

1200 Main Tower 
/Dallas, Texas' 75202 
'(214) 767-3711 

Lynn King 

Division of Educational Disseminaf 
Office of Education, Region -VII 
601 East 12th Street— Room 360 
Kansas City, Missouri 64104 
(816) 374-5800 



VIII Lewis R. Crum, Director 

Division of Educational Services 
Office of Education, Region VIII 
Federal Office Building i 
19th i Stout Streets \y 
• Denver, Colorado 80294 
(303) 837-3733 



Samuel Kermoian, Director 
Office of Intergovernmental 
and Special Services 
Office of Education, Region IX 
50 United Nations Plaza, Room 205 
San Francisco, California 941 G2 
(415) 556-6750 

Robert A. Radford, Director 
-Division of Educational Dissemina; 
Office of Education, Region X 
Arcade Plaza Building 
132.1 Second Avenue M/S 1515 



Seattle, Washington 
(206) 442-0450 
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APPENDIX 4. CHIEF STATE SCHOOL OFFICERS 
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Of RECTORY OF CHIEF STATE SCHOOL OFFICERS 



! , ■ 

STATE CHIEF STATE SCHOOL OFFICER STATE CHIEF STATE SCHOOL OFFICE- 



abama Honorable Wayne Teague 
sgion IV) Superintendent of Education 
State .Department of Education 
Montgomery, Alabama 36104 
(205) 832-3316 



aska 

agion X) 



tzona 

agion IX) 



Honorable Marshall Lpnd 

Commissioner of Education 

State Department of Education 

tfyQS4u r Alaska 99801 
(9071 465-28C0 

Honorable Carolyn Warner 
Superintendent of Public Instr. 
pepartmeht of Education 
1535 West Jefferson 
Phoenix, Arizona 85007 
(602) 271-4361 



kansas Honorable Earl Willis 
agion VI) Director of Education 
Department of Education 
State Education Building 
"Little Rock, Arkansas 77201 
(501 ) 371-1464 

11 form" a Honorable Wilson Riles 

egion IX.) Superintendent of Publi'c Instr, 

State Department of Education 

721 Capitol Mall 

Sacramento, California 95314 

(916) 445-433S 

lorado Honorable Calvin Frazler 
agion VIII) Commissioner of Education 

State Department cf Education 
Oenver, Colorado 80203 
(303) 839-2212 

nnecticut Honorable Mark R. Shedd 
agion I) Commissioner of Education 

State Department of Education 

(2C3) 555-5. 



f * •* 9 



AS 1 * \ 



Del av/are 
(Region III) 



District of 
Columbia 
(Region III) 



Florida 
(Region IV) 



Georgia 
^gion IV) 



Guam 

(Region IX) 



s 



Hawaii 
(Region IX) 



Illinois 
(Region V) 



Honorable Kenneth C. Madden 
Superintendent of Public Ins: 
State Department of Public In 
Towns end Building 
Dover, Delaware 19901 
(302) 678-4601 

Honorable Vincent E, Reed 
Superintendent cf Schools 
Presidential Bldg* - 12th FL. 
415 12th Street, N.W. 
Washington, D.C. 20004 
(202) 724-4222 

Honorable Ralph D. Turlington 
Commissioner of Education 
Florida Department of Educatic 
Tallahassee, Florida 323C4 
(904) 488-3115 

Honorable Charles McDaniel 
Superintendent cf Schools 
State Department of Education 
Atlanta, Georgia 30334 
(404) 655-2300 

Honorable Elaine Cadigan 
Director of Education 
Department of Education 
Agana, Guam 95910 
(Dial 9-0) 777-8975 

Honorable Char! 6s G. Clark 
Superintendent cf Education 
P.O. Box 2260 
Honolulu, Hawaii 962C4 
(808) '548 6405 

Honorable Joseph ?•!. Crcnlr. T. • 
State Superintendent cf 2ciu:. 
Illinois Cffics of Eijcni-n 



4 I - . 



(21?) 722-2221 
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jvada Honorable John R. Gamble ' 

iegion IX) Superintendent of Public Instr. 

Nevada State Depart, of £duc. 
St. Capital Complex 
Carson City, Nevada 88710 
(702)- 8S5-5700, EXT. 270 

•w „ Honorable Robert L Brunei le 
mpsHire Commissioner of Education 
legion I) CIO State House Annex 

Concord, New Hampshire 03301 

(603) 271-3144 

w Jersey Honorable Fred 6. Burke ' 
.egi-on II) Commissioner of Education 

State Department of Education 
Trenton, New Jersey 08625 
(609) 292-4450 

w Mexico Honorable Leonard J. Delayo 
egion VI) Superintendent of Public Instr. 

State Department of Education 
State Education Building 
300 Don Caspar Avenue 
Santa Fe, New Mexico 87503 
(505) 827-2222 

w York Honorable Gordon M. Ambach • 
egion II) Commissioner of Education 
State Education Department 
Albany, New York 12234 
(505) 827-2232' 

rth Honorable A. Craig Phillips 

rolina Superintendent of Public Instr. 
*gion IV) State Dept. of Public Instr. 

Raleigh, North Carolina 27611 

(919) 733-3313- 

rth Dakota Honorable Howard J'. Snortland 
egionWIII Superintendent of Public Instr. 

State Dept. of Public Instr. . 

Bismarck, North Dakota 58501 

(701) '224-2261 



to 



* 



Honorable Franklin 8. Walter 



r-jj-iic 



State 0:-^ir-.-hn; of Education 
'65 S. Front Street, Room SC3 
Columbus, Ohio 432.15 
(514), 4&£- 3304 



Oklahoma 
(Region VI) 



Oregon 
(Region X) 



Pennsyl|ania 
(Region III) 



Puerto Rico 
(Region II) 



Rhcde Island 
(Region I) 



South 
Carol ina 
(Region, IV) 



South Dakota 
(Region VIII) 



Honorable Leslie R. f 
Superintendent of Public) Ins 
State Dept. of Educatici 
Oklahoma City, Oklahoma/ 73] 
(405) 521-3351 

Honorable Verne A. Duncan (: 
State Super, of Public Ir.str 
Oregon Department of Educati 
942 Lancaster Drive, N.E. 
Salem, Oregon 97310 
(503) 378-3573 

Honorable Caryl H. Kl-ine 
Secretary of Education 
Department of Education 
Post Office Box 911 
Harris burg, Pennsylvania 
(717) 787-5820 

Honorable Carlos E. Chardon 
Secretary of Education 
Department of Education 
Hato Rey, Puerto Rico 00924 
(809) 765-3493 

Honorable Thomas C. Schmidt 
Commissioner of Education 
Rhode 'island Dept. of Educat 
199 Promenade Street 
Providence, Rhode Island 029C 
'(401 ) 2272031 

Honorable Cyril B. Busbee 
Superintendent of Education- 
State Dept. of Education 
Columbia, South Carolina 292 



(803) 758- 



it 3 



Honorable Thomas C. Todd 
State Superintendent 
Division of Elementary & 
Secondary Education - . 
New State Office Building 
Pierre, -South Dakota 575C1 
(605) 224-3243 



s; 
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faho 

legion X) 



•diana 
.egion V) 



Honorable Roy Truby (Dr.) 
Superintendent of Public Instr. 
State Department ojf Education 
ten Jordan Suildijpt; 
Boise, Idaho 83720 
(208)- 384-3300 

Honorable Harold H. Negley 
Department of Public Instr. 
229- State House 
'Indianapolis, Indiana 46204 
(.317) 633-6510 



wa Honorable Robert D. Benton 

egion VII) Superintendent of Public Instr. 
jSState Dept. of Public Instr. 
Grimes State Office -Building 
Des Koines, Iowa 50319 
(515) 281-5294 

nsas Honorable Merle R. Bolton (Dr.) 

egion VII) Commissioner of Education 

State Department of Education 
120 East Tenth Street v 
Topeka, Kansas 66612 
(913) 296-3866 



ntucky 
egion IV) 



uisiana 
egion VI) 



ine 

egion I) 



Honorable James B. Graham (Dr.) 
Superintendent of Public Instr. 
State Department of Education 
Frankfort, Kentucky, 4C601 
(502) 564-4770 

Honorable J. Kelly' Nix 
Superintendent of Public Instr. 
State Department of Education 
Baton Rouge, Louisiana 70804 
(504) 389-2553 ; 

Honorable R. Sav/in Hillett, Jr. 
Commissioner 

State Department of Educational 
& Cultural Services 
Augusta., Maine '04333 



ryland Honorable David W. Horn beck 



7T f 
* » - . 



State Department of Education 
P.O. Sox 2717 - t'.'l Airrort 
-Baltimore, f'afylani 21240 
(301) 7S6-33C0, EXf. 200 or 20! 



Massachusetts 
(Region I) 



Michigan ' 
(Region V) 



Minnesota 
(Region V) 



Mississippi 
(Region IV) 



Missouri 
(Region VII) 



Montana 
(Region VIII) 



Nebraska 
Region VII) 



Honorable Gregory Anrig > 
Commissioner of Education 
' State Department of Educaticr. 
31 St; James Avenue. 
Boston, Massachusetts 02115 
(617) 727-5700 ' ' 

Honorable John W. Porter 
Superintendent- of Public Inst. 
State Department of Education 
P.O. Box 30008 
Lansing, Michigan "48909 - 
(517) 373-3354 

Honorable Howard B. Casmey * 
Commissioner of Education 
State Department of Education. 
Capitol Square, 550 Cedar Str. 
St. Paul , Minnesota 55101 
(612) 296-2358 

Honorable -Charles £. Holladay 
State Superintendent of Educ. 
P.O. Box 771 

Jackson, Mississippi 39205 
(601) 354-6933 

Honorable Arthur L. Mai lory 
Commissioner of Education 
Department of Elementary & 
Secondary Education 
Jefferson City, Missouri 651 C 
(314) 751-4446 

Honorable Georgia Rice 
Superintendent of Public Instr 
Office of Public Instruction 
State Capitol 
Helena, Montana 59601 
(406) 449-3654 

Honorable M. Anne Camabell 
Commissioner of Ec'-jcsticr. 
State Department of Education 
Box 94927 1 
Lincoln, fiebgma 6550-; 
(402) £71-2*31 



1ef State Scnool Officers - cent. 
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' STATE 



inesseev^ Honorable E.A. Ccx I 
rfgion IV) Commissioner of Education J 
\ State Department of Education , 

100 Cordell Hull Buildir.c V 

.Nashville, Tennessee 37213 

"(615) 741-2731 

cas Honorable M.l. Brockette 

igion VI) Commissioner of Education 
Texas Education Acency- 
' 201 E. 11th Street 
Austin, Texas 78701 
• {512) 475-3271 

;h ' Honoj*5Te Walter D. Talbot 
.:gion VIII) S^te Super, of Public Instr. 

Jifth State Board of Education 
250 E, Fifth., South 
Salt Lake City, Utah 84111 
(801 ) 533-5431, 



Virginia 
(Region III) 



Washington 
(Region X) 



West Virginia 
(Region III) 



»ont 'Honorable. Robert A. WHhey 
ion I) Commissioner of Education ' 

State Department of education 
J4ontpelier, Vermont 05602 - 
(802) 828-3135 

-gin .. 'Honorable Gv/endblyn Kean 
and . • Commissioner of Education 
gion- II) Department of Education 
V f-0.. Box 630, Charlotte Aaalie 

' -.St. Thoma-s, Virgin Islands 0C301 
(80?) 744-2S1D, 744-010/3, EXT.2C;2 



Wisconsin 
(Region' V) 



Wyomino 
(Region VIII) 



CHIEF STATE- SCHOOL C'.'!:;: 

Honorable W.E. Campbell 
Superintenoent of Puolic Ins: 
Department of Education 
Richmond, Virginia 2*321o 
(804 ) 756-2612 

Honorable Frank B. Brouil-le:' 
Superintendent of Public In«: 
Old Capitol Building 
Olympia, Washington . gS504 
(205J .|53-c717 

Honorable Daniel B. Taylor 
Superintendent of SchooTs 
West Virginia Department 
of Education 
Building #5, Room B-358 
Capitol Complex 
Charleston, West Virginia 253' 
(3P4) 348-25S1 

Honorable Barbara Thompson 
Superintendent of Public Instr 
Wisconsin Hall 
126 Langdcn Half 
Madison, Wisconsin 53702 
(608) '265-1771 

Honorable Robert Schrj'der 
State" Superintendent of Public 
Instruction 

State Depart, of Education 
Hathaway Building 
Cheyenne* Wyoming 82002 
(307). 777-7673 



\ ( 
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APPDOIX 5. PES REGIONAL PROGRAM CONSULTANTS, MCE/CC 



v. 




legion;! {Connecticut, Xaine," Mass., 

. f . K * V , E « IR P«» Varaont)" 

• Gertrude Braaley, M.D. 

legional Prograa Consultant, MCH 
looa 1409 

John Fitzgerald Kennedy Federal Be. 
Boston, Massachusetts 02203 ' 
Telephone 8/223-6865 (617/223- ) 

*« g *°a n CH.T. , N.J., P.R., 

_ «_ Islands) 
as-. Ann Frendergast 
*?*£ on *™graa Consultant, MCH 
26 Federal Plaza 
Federal Building 
Bew Tork, New Tork 10007 
Telephone 8/264-4622 (212/264- ) 

" I <g£j «d..,'pa. J Va., y. V4 ., 
Mr. Ronald Laneve 

Regional Prograa Consultant, MCE^ ' / 
F.O. Box 13716 -» 

Philadelphia, Pennsylvania 19101 
Telephone 8 /596-1562 (215/596- ) 

-ti tt.c, S.C., Tenn.) *. 

*. Francis E. Morrison 

Regional Prograa Consultant, MCH 
. Suite 1202, 101 Marietta Towers . 

Atlanta, Georgia 30323 " * 
•Telephone 8/242^5394 (404/242- ) ' 

MslonV (m.,-W, Mich'., Minn,, 
Ohio, 9V) » ™». 

Donald ff. Steaale, ICDs-" 

lagional Prograa Consultant, .-MCH '* ' • 

300 South backer Drive . , . 

Chigaco, Illinois 60606 

Telephone 8/353-1700-01 (312/353- ) 

1200 Main Tower, Rooa i733 • 

Texas ' 75202 
Telephone S /729-304I (214/767- ) 



i 

Region VTI rtovt, Kansas/ Missouri 1 

Regional Prograa Co'nsultant, MCE 
Hew Federal Office Building 
60l;East 12th Street 
Jansas City, Missouri 64106 
Telephone 3/374-5777 (816/374- ) - 

Region VinjCol., Mont., ?T.D : ., S . D . . 

-Utah, Wyoming) 
Audrey B. Nora, M.D. 

^°ffi,? r0SraB Co ^ u ltant, MCE 
Room 11037, Federal Office Bldg. 
1961 Stout Street 
Denver, Colorado 80202 
-Telephone 8 /327-3356 (303/837- ) 

Bagon g (Arir>, tUlif., Hawaii, Nev. 

Cuaa, Trust Terr.' of Pac. I 
• American Samoa) 
' C. J. Wellington, M.D. 
Regional Program Consultant, MCH 
Boom 306, Federal Office Building 
. 50 United Nations Plaza 
San Francisco, California 94102 ' 
Telephone 8 /556-6096 (415/556- ) 

Regional Program Consultant, MCE 
Room 5052, Arcade Plaza Building 
Hail Stop 506 s 
1321. Second Avenue' 
Seattle, Washington 98101 
Telephone 8/399-0500 {206/442- ) 



• * 
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Jobert CoUenbcrg, K.D., Director 
Bureau of Maternal and Child Health 
State Dcpartacnt of Public Health 
State Office Buildi^ 
Hontgoacry, Alabaaa 36104 
(205) 832-6525 

•• ' . . ALASKA 



5a« L. Canerday, Supervisor 
Dr.l Jaacs W. Coker, Mcs\ Dire 
Crippled Children's Service 
2129 East South Boulevard 
Montgomery, Alabaaa 36111 - 
(205) 281-3780 



David Speace, H.D., Chie** *' 
s?l1iV calth Secc : on < iD <^«.MCH and CCS) 

£l2 2 C? ; rC ?* nc °= Health ^d Social Services 
?ouch H Health and Welfare Building 
Juneau, Alaska 99601 . 
(907) 465-3100 



AMERICAN SAMOA 



• 

i 



Suaaer Cheeseaan., M.D. . .' * V- 1 ' i. 

Director, Hedical Services ■ ■'■ ■ ■ 

LBJ Tropical Medical Center • ' '* : "'• 

•Governaent of Aaericaa Saaoa 

.xago Pago; American Saaoa -9692o"" 

. »<> thea^Ve this nuaber: .633-5211) 



ARIZOKA 

Trederic V. Baua, K.D., Director 
Bureau of Ha tarsal and Child Health 
division of Children's Health Services 
Arizona Departaent of Health Services 
1740 Vest Adaas Street, Roda 301 
Tboenix, Arizona 85007 
(6*02) 244-9471 

, . . • ; ..." 

" ARKANSAS 

Stuart Fitzhugh, H.D., Director 

Division of Kateraal -and Child Health 

4815 Vest Markhaa 

Little Rock, Arkansas 72201 

(501) 661-2242 . . ft 



Varren A. Calton, Jr., M..D..,- 
Medical Director •• 

State of Ariso-aa 1 Crippled Ca< 
Hospital 

200 North Curry Road 

•Teape, Arizona 85281 
(802) 244-9471 



- WlUaa Batt* Stanton, H.D. 

Hedical Director 
, Crippled' Children's -Section * . 
Dept. of Social 4 Rehabilita. Se 
Arkansas Social Services 
. r.O. Box 1437 ■ 




S7 



Sta*te Department of Ileal th 

741-74* t Street 

Sacramento, California 95814 

(916) 322-2950 (Berkeley /MCH 415 540-2000 ) 



COLORADO 



Janice HcDaniel, H.D. , Director 
Katernal and Child Health Services 
Colorado Dcpartaent of Health 
4210 East 11th Avenue 
Denver, Colorado 80220 * 
(303) 388-6111 % ' 




CONNECTICUT 



Xstelle Siker, M.D., Director 
C ornrun ity Health Services 
State Department of Health 
78/Wa Street 

Hertford, Connecticut 06115 
(203) 566-4282 



State Dcpartaent of Health 
741-744 P Street 
Sacramento, California 9581< 
(916) 322-2090 



Daniel Cossert, MSW, H?H, "As: 
Handicapped Children's Prcgr. 
Colorado Dcpartaent of Hcald* 
4210 East 11th Avenue' 
Denver, Colorado 80220 
. (303). 388-6111 



Rosario Palaeri, M.D., Chief 
Crippled Children's Section 
State Department of Health ■ 
' 79 Elm Street. 
Hartford, Connecticut 06115 
(203) 566-5425 ' 



DELAWARE 



"Frank J. Shannon, Jr., H.D., Director 
bureau of Personal .Health Services 

• ' ' (includes MCH & CCS) 
Division of Public Health 

■• ■ Jesse S. Cooper Memorial Building 

• Capitol Square 

■. Dover,' Delaware 19901 • Y-.-' 
(302). 678-4768 or 8-487-6011 . ' , 

*. DISTRICT OF C0LUX3IA . . ' 

©sella Webb, H.D., Acting Director 
Katernal and Child Health and Crippled 

Children's Services 
D.C« Departaent of - Human. Resources. 
1875 Connecticut Avenue, N.V. 
•Washington, D.C. 20001 . 
(202) 673-6670 



FLORIDA 

■ • • • 

Saily Cat es, H.D Chief 
Family Health, Health Program Office 
Department 'of Health and Rehabilita- 
tive Services 
1323 Wir.cvood Boulevard 
Tallahassee, 'Florida 32301^ * 

@ 0 *) 488-7406 



Bieiolas C. Alexiou, M.D., H.P.H 
Program Staff Director \ 
Dept. of Health t Rehab .Svcs. V 
1323 Wincvood Boulevard 
Tallahassee, Florida 32301 
(904> 487-2690 



I 



J 



Ailet Terry, H.D., Director 
r«ily Heath, Divisiea of Physical 
Health 

*orgia Departaent of Huaan Resources 
47 Trinity Avenue, S.fc. 
Atlanta, Georgia 30334 
.(404) 656-4596 

• • * 

* ■ . . GUAM 



Wlsa Krause, M.D., Chief 
Crippled Children's Unit 
division of Physical Health 
Ccorgia Department of Hucan K 
el8 Ponce de Leon Avenue, H.£ 
Atlanta, Coorgia 30308 • 
(404) 894-4081 



Xosa Echevarria, K.D., Chief 

• ^J?? 1 *? d Chili Health « d Crippled 
• Children's Services Section . • 

• Jepartaent of Public Health and Social Services 
Covernaent ef Cuaa ' • • . * crvices 

. *-0. Box 2816, Agana, Cuaa 96910 
_ tS«> thru overseas operator, 734-9918) 



SAWAII 



James Drorbaugh, H.D., Chief 
- Katemal and Child Health 

State of Hawaii Departaent ef 

. Health 

?.0. Box 3378 

Honolulu, Hawaii 96801 
■ (808) 548-6554 



.Phyllis K. Wright, M.D., Chief 
.Crippled Children's Services I 

State of Hawaii Departaent of i 

fpO. Box 33£8 

Honolulu, Hawaii 96801 

(808) 548-5830 



2solt Koppanyi, K. D., Chief 

.Bureau ef ChilS^ealth 

State Departaent' of Health and VelfarV 

State House; 700 Vest' State 

Boise, Idaho 83720 ':• ' • 

(208) 384-2136 



ILLINOIS 



.lexander M. Schmidt. M.D 
ice-Chancellor for Health Services ' v 
niversity of Illinois 
40 lies Park Place 
pringfield, Illinois 62718 
ttn- Edward F. Lis, M.D., Director 

Division of Services for CHppled Children 
Tele: 217-782 7001 

-••'Wayne Stanton. Administrator 
ipartment of Public Welfare 
ate of Indiana 
>0 North Senate Avenue 
»otn 701 

idianapolis, Indiana 46204 - 
tn: Joseph H. Daly, M.D., 

Services for Crippled 

. _Telt: 317 232-4280 



Director 
Children 
FTS 



8-335-4280 



Byron J. Francis M.D. 
Acting Director v ' 
Department of Public Health 
State of Illinois 
535 West Jefferson Street 
Springfield. Illinois 62706 
Attn Patricia A. Hunt, M.D.', Chief 
Division of Family Health 
.Indiana Tele ' 217 287 2?36 FTS 8 956 2736 

Ronald Blankenbaken M.D. > \ 

State Health Commissioner 
Indiana St^te B'oard of Health 
133D West Michigan Street 
Ind-ianapolis, Indiana 46206 
' *fctn: Harry 0. Offutt, M.D., Acting Director 
. • Division of Maternal and Child Health 
Tele: ■ 317-633-8406 Or 8449 • r 
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John Goodrich, D.D.S*.,' Actinc Director^ « * 

Wvision of Maternal and Child Hea"h . * J^f* McQueen M.D., Ex 

State Departaent of Health * * 0£ficcr and »"Ucal Dire 

tucas Office Building • ?* Cc Servic « ^or Cripple 

5e« Moines, Iowa 50319 \ of Iowa 

(515) 281-3732 ^ City, Iowa 52242 . x 

y ' (319) 351-4431 * m 

KAKSAS 

" ' ' W^ Ci V: Schl:sessc -. H.D., Medical Director* ' 

• Bureau of Maternal and Child Health (includes CCS) 
. State Departaent of Health and Environment 
Tepeka, Kansas 66620 . 
• (913) 862-9360 x 437 

• * • • 

.. KENTUCKY 
- l^J ia - *' Ricol » M.D. , Director ' 

fS'f De ? arta ?°c of Hunan Resources 
275 East Main Street 
•• . TrankfoAt, Kentucky 40601 ' .'" 

. (502) 56^-4830 or 8-351-4830 ' " 

• •» * ' P 

IOUISIAXA * ' •• . 

, - — - . . . • ^ _ w ■ 

^aldo M. Treuting, M.D., Director ' 
*. MC 2 * Handicapped Children's Pro-gram 

- % ' Department of Health & Huaan' Resources 

• P. 0. Box 60630 / .• . ' 
Hew Orleans, Louisiana 70160 
(504) 568-5048 



HAXNE 



Karguerite C. Dunhaa, M.D., Director 
.Division of Child Eea^dK 
'Pepartaent of Huaan Services 
• State Bouse 
Augusta, Maine 04330 
(207) 289-3311 . ' . * ** 



• KARfAKA ISLANDS •. 

Jose L. Chong,' M.O. 
DiroetCr of Health Services 
Governaent e{ the Northern Mariana . N 
Islands 

Saipan,. Mariana Islands 9-6950' 



vwi « xnianc, uti mo Adolescent 

Health Services 
Preventive Medicine Adainistration 
State Dept. of Health and Mental Hyciene 
201 Vest Froston Street 
Baltimore, Maryland 21201 
(301) 383-4797 or 8-3S3-4797 



Division ot crippled CMldr 
>reventivc Medieinc Admin it- 
State Dcpnrtscnt of Health ; 

Mental Hyf.icnc 
"201 West Preston Street 
Baltimore, Maryland 21201 . 
(301) 383-2821 or 8-932-2S: 



J. King Scecar, Jr., M.D., Chief (Re. Mothers) 
Division of Maternal Health and 

Population Dynamics 
(same address as Dr. Fine) * * ' . 

(301) 383-64 6 A or 8-932-6464. 



MASSACHUSETTS 



H. Grace Husscy, M.D., Director 

Hatemal and Child Health 

State Department of Public Health 

59 Joy Is' ton Street 

Boston, Massachusetts 02116 

(617) 727-8196 . . . .. ' 



- Ann H. Pettigrev, M.D V Dire 
'. Division of FaniTy Health 

State Department of Public H. 
•39 Boylston Street 
. Boston, Massachusetts 02115 

(617) 737-3372 



t 



Minnesota 



Waurice Reizen, M.D. , Director 

Department of Public Health 

State of Michigan 

3500 Nprth Loga/r Street 

Lansing, Michigan 48909 

Attn- R. Gerald Rice. M.D., Chief, 

Bureau of Personal Health Services 



George V. Pettersen, M.P. 
Commissioner of Health 
Department of Health 
State of Minnesota 
717 Delaware Street S>E 
Minneapolis, Minnesota £544.0 
Attn: Ronald Campbell, M.D., Director 
Maternal and Child Health Program 
Tele: 612-296-5265 



Minnesota 



George M. Pettersen, M.D " 

Commissioner of Health 

Department of Health 

State of Minnesota 

717 Delaware Street, S.E. 

Minneapolis, Minnesota 55440 

Attn Richard P. .Nelson, M.D; 

Medical Director and Chief 
Crippled Children Services 
Tele 612-296-5372- 

Maurice S. Reizen, M.D. Director 

Department of Public Health 

State of Michigan 

3500 North "Logan Street 

Lansing, Michigan 48909 

Attn- P. Gerald Rice M.D. Chief 

Bureau of Personal Health Services 



MISSISSIPPI - 



'• Alton B. Cobb, H.B. ** " 
• State Health Officer. 
State Bcari of Health 
t .0. Box 1700 . '■ • 
Jackson, Mississippi 39205 
'.(601) 354-6680 





.„».- - • ' L. 



Harcaret Crcgory, M.D., ? roc . Coordinator 
Hatcrnal and Child Ilea] ch Program ' 
State Department of Health 
Health and Acricultural Building 
Trenton, New Jersey 08625 ' 
(609) 292-5617 or 8-477-5617 

' . * HEW MEXICO - 



Barbara Kern, Procrsa Cceri 
.Crippled Children's Pre:;rc= 
State Dcpartncnt of Hcai'ch 
Health and Acricultural ''»«< 
Trenton, Kcw Jersey '08625 
(609) 292-5676 or 8-4 7 7-5 £ 



Faye B. Miller, M.D., Director 
Office of Family Services 
Wealth and Social Services Department 
P.O. Box 2348 

Santa Fc, Nov Mexico 87,501 ' * 
(505). 827-3201 



KEtf YORK 



Jay Harris, M.D., Director 
Bureau of Maternal & Child 

Health SErvices 
State Department of Health 
Tower Building, Empire State Plaza 
•Albany, Rev York 12237 
(518) 474-3664 



.Frederick A. Croff, Jr., 
Bureau of Medical Rohabi 
State Department of Heal 
Tower Building, Empire S 
Albany, New York 12237 
(518) 474-1911 or 8-564' 
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• NORTH CAROL INA 

Jimalc L. Rhyne.'fl.D., Director 
Maternal and Child Health Branch 
.Division of Health "Services . .* • 

Department of Human Resources 
F*0. Box 2091 . /.* 

Raleigh, Korth Carolina '27602 * ' *'** 
<919) 733-7791 • -." 

.• • • . \* . - 

^n* . .1. .1 % • .■• ' KORTH D AKOTA 

Robert tfeots, M.D., Director* 
.Maternal 4 Child Health Program 
.State Capitol Building • * 

Korth Dakota State Department of Health 
Bismarck, North Dakota 58501T . 
'(701) 224-2493 • . . • •■ 

• • • 



\ 



• Wilks 0. Hiatt, M.D., Head 
Crippled Children's Section 
Division of Health Services 

•Department of Human Resource* 
' P.O. Box 2091- 
Raleigh; North Carolina 27602' 
(919) '733-7437 



T.H. Tangedahl, A.C.S.W., Sxe 
Social Services Board of :; 0 rt 
State Capitol Building 
Bismarck, North Dakota 55501- 
(701) 224-2436 



OHIO 



John H. Acker-man, M.D. 
Director of Health 
Department of Health 

State of Ohio . 
?46 North High Street •* 
:olumbu£, Ohio 43216 
Ittn,- Antoinette P. • Eaton, K.D., Chief 

Division of Maternal and Child Health • 
Tele: 614- 466-3263 . fTS 8-94>3263 
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John H. Ackerman M.D 

Director of Health 

Department of health 

State of Ohio 

246 North High Street 

Post Office Box 118 

Columbus, Ohio 43216 

Attn Antoinette P. Eaton, M t D. Chief 

Division of Matfernal and Child Health 
Tele- 6J4-466 3263 FK r.qa? 



Stat* Department of health 
1000 N.E. 10th Street, P.O. Box' 33551 
Oklahoma City, Oklahoma 73152 
(405) 271-4470 . 



« 

Rhesa Penn, Jr., M.D., Director 
Katemal and Child Health Seetion 
Department of Human Resources 
Bealth Division 

1400 S.W. Fifth Avenue • •. •. . 

Portland, Oregon 97201 " ■ • 

• (503) '229-5593 , ' . • • . " 

* * 

• r ,; • PENNSYLVANIA 

.Annette Lynch, M.D., Dir. (re. children) 

• Bureau of Children's Services 
State Department of Health 

. 407 South Cameron Street 
Barrisburg, Pennsylvania 17120 

• (717) ?8>1712 * 

• 

Evelyn Bouden, M.D. ,■ Dir. (re. mothers) 
. .Division of Maternal and Child Health 

Bureau of Children's Services «...* 
• (same address as Dr. Lynch)* 
" (717) 787-7440 ? . • .. 



Department of Institutions,. 

■mxi Rehabilitative Service 
P.O. Box 25352 
Oklahoma City, Oklahoma 73* * 
(405) 271-3902 



Victor D. Menashe, M.D., Dii( 
■ Crippled Children's Division 
University of Oregon Medical 
,3181 S.W. Sam Jackson Park R: 
Portlandj Oregon 97201 
(503) 225-8362 



Anne Keller, .M.D. , Director 
Children's Rehabilitative Ser 
Bureau of Children's Services 
State Department of Health 
407 South Cameron Street 
BarrisBurg, Pennsylvania 1712 
•(717) 783-5436 



. " • PUERTO RICO 

' Carmel Milagros Neva res, M.D., Director 
•Division of Family Health 

* Box -CH- 11321 
.Caparra Heights Station 

*• San Juan, Puerto Rico 00922 • ' . '•. • 

* (809) 764-4510 '/ .. • " . . 

'* "'• ' .'. *• RHODE ISLAND 



Anna Navarro, M.D.- 
Crippled Children's Services 
Box CH-11321 
Caparra Heights Station 
■San Juan, Puerto Rico 00922 
(809) 764-7882 



. Mr.- Francis Dohobue, Bealth Program Administrator 
- Division of Qiild Health * 

Department of. Bealth . . * . 

. 75 Davis Street 

Providence, Rhode Island 02908 

(401) 277-2312 



wxuta. J, Vcaterkaa.tt.D., Chief " 
Bureau- ©f Maternal and Child Care 
De pt.^of Ucaltb and Environmental Control 
J. Marlon. Sims- Building - 
Columbia, South Carolina 29201 
- (803) 758-5594 

\ * 

. ' .SOUTH DAKOTA 



* • 

.Villiaa A. Kcmiek, M.D., pi 
Children's Services 
Dept. of Health and Environ 
J.jMarion Sims Building 
Columbia, South Carolina 29 
(803) 758-5594- 



OffSfJ « J? v «» «-P.. Associate Director 
Office of Medical Services, Medical Director 
paternal and Child' Health Program 
Division of Health Services • * 

South Dakota State Department of Health 
Joe Foss Building - Room 313 • • 
Pierre, South Dakota 57501 
(605) . 773-3143 



, ' ■ ' TENNESSEE 

Joss Fleming, M.D., Director 
Maternal, and Child Health 
State Department of Public Health 
347 Cordell Hull, Building 
Kashville, Tennessee 37219 
(613)741-7366 or 8-853-7366 " 

•" \; : 22cas; . 

Walter Peter*, M.D., Director 
Division of Maternal t Child Health 
Texas Department of Health' 
1100 ^est 49th St. 
Austin, Texas 78756 
(512) 458-7700 

• • '. TRUST TERRITORY OF THE 



• » 

• Miss Pauline Scanlon, Direct 
Crippled Children's Services 
State Department of Public K 
347 Cordell -Hull Building 
Kashville, Tennessee '37219 

•(615) 741-7335 . ' 



Junam Myer, m.D. , Director 
Crippled Children <t Program 
Texas Department of Heatlh ' 
1100 West 49th St. 
Austin, Texas 78576 
(512) 458-7700 



PACIFIC 



Kasao Xumangai, M.O. *(not M.D.) ''1 . 

Director, Health Services 

Department of Health Services , 

Office of the High Conaissioner " " • 

Trwst Territory, of the Pacific .Islands ' 

Salpan, Mariana Islands 96950 

(get overseas operator, then give this number 9355) 




•* \ UTAH 

? t !f V *° Dyck » MD » m > i«P. Director 
Family Health Services P ux?ec6or 

. Utah Division of Health 

A4 Medical Drive 
.'J**,' Uk « «ty, Utah 84113 ' 

(801) 533-6161. • * r 



Ann Hunt, M.D. , .Chief 
• .Crippled Children's Service, 
• Family Health Services 
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Jack Basaanj M.D. , Director 

Division of Maternal, and Child Health 

State Department of Health 

State Office Building No. 1 

1800 Washington Street East 

Charleston, West Virginia 15305 

(304) 348-2954 or 8-885-2954 



Mrs. Ethel Cox, Admin. Direct: 
Division of Crippled. Children ' 

^Services 
State Dcpartacnt of Welfare - 
1212 Lewis Street ' j 
Morris Square 4 I 

Charleston, West Virginia 25:C' 
(304) 348-3071 or 8-885-3071 ' 



: Mr. Robert Durkin. Administrator 
.Division of Health 

Department of Health and Social Services 
State of Wisconsin 
'^Post Office Box 309 
One West Wilson Street 
Kadison. Wisconsin 53701 
;Attn: Ms. Ruth Robinson, Acting Director 
r Bureau of Community Health 
Tele: 608 366-2661 



WISCONSIN 



Barbara Thompson, Ph.D. 
State Superintendent' 
Department of Publvc Instruction 
State of Wisconsin 

Wisconsin Hall *. 

126 Langdon Street 

Madison, Wi-sconsin 53702 

Attn- Horace K Tenney III, M.D., Director 

Bureau of Children with Physical.- Needs (BCPN-) 
Tele 608-266 3886 FTS 8-366-3886 
WYOMING r 



Lawrence J. -Cohen, M.D., Adninistrator 
Division 6i Health and Medical Services 
State Departnent of Health and Social" Services 
Hathaway Office Building- 
Cheyenne, Wyotaing 82002 
<307) 777-7121 ' .-f 



■. . * 



Main Address; 



Sphild Health Services 
Vermont. Departaent of Health 
115 Colchester Avenue 
Burlington, Vermont 05402 
(802) -862-5701 x 311 

VIRGINIA 

State Departaent of Health 
109 Governor Street 
Richmond, Virginia 23219 



Send all nail to: Edwin H. Brown, M.D., Director (804) 770-3563 
| Division of Medical and Hospital Services 

Attention to the following appropriate contacts: 



Villiaa X. Niekirk, H.D., Director 
Bureau of Child Health 
-Division of Medical and Hosp. Services 
(804) 770-7367 or 8-936-7367 

Harold D. Cabel," H.D., Director .'' \ 
Bureau of Maternal Health, . 
Division of Medical and Hosp. Services 
(804) 770-3711 or 8-936-3711 

: .. * ' • . •• •■. '. VTRGIK ISLANDS 



V.R. Ferguson, M.D., Direct 
' Bureau of Crippled Children 

Services 
Division of Medical and Hoc 
(804) 770-3691 or 8-936-369 



/ndrc Joseph, M.D., Director " 
• Division of Maternal and Child Health 
. ^ and Services for Crippled Children 
' Departaent of Health 

Charlotte Ana lie 

St. Thoaas, Virgin Islands 00802 
.'(809) 778-1200 

. . * ' WASHINGTON 

. Jerry Basset't, M.D., Supervisor 

Child Health Section 

MS LC-12-A 
.-Health Services Division 

Department of Social and Health Services 

Olyapia, Washington 98504 

(206) 753-2571 



DEPARTMENT OF HEALTH, EDUCATION, 'AND WELFARE 
HEALTH. CARE FINANCING ADMINISTRATION 
WASHINGTON, D.C. 20201 
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ACTION TRANSMITTAL 
BCTA-AT-7S-2 (MMS) 
January 13, 1978 



TO: 



SUBJECT: 



REGULATION 
REFERENCE: 

ATTACHMENT: 



MANUAL 
MAINTENANCE: 



INQUIRIES TO: 



STATE AGENCIES ADMINISTERING MEDICAL ASSISTANCE 
PROGRAMS 

MMB Medical Assistance Manual: Interrelations 
vith State Health and Vocational Rehabilitation 
Agencies, with Title V Grantees and with other 
Providers 



42 CFR 451.10 

> . 

Revised Part 5 (Section^-AO-OO) of the Medical 
Assistance Manual describing Interagency 
Relationships with State Health and Vocational 
Rehabilitation Agencies, with Title V Grantees 
and with other Providers. 

t 

Replace the current Part 5, Section 5-40-00 
(originally issued as 5-30-00) with the attached 
revision. 

Acting Regional Medicaid Directors 




Acting Director 
Medicaid Bureau 
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>) Interre lations with State Bealth and Vocational 
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5-40-20 



Legal Background and Authority 

A. Title XIX of the Social Security Act, as amended, 
" - ion 1902(a) (11) (A) and (B), and 1902(a) (20) (A) , 
ta)(22)(C) 

R 451.10 




emsntation of Peculations 



k '. Par pose 



Provisioryof medical care to the population eligible 
for medical assistance requires the participation of 
a majority of providers of medical services throughout 
the State. Medicaid roust look to individual practi- 
tioners and to a variety of official and voluntary 
bealth agencies if services are to be available to all 
beneficiaries. To help assure availability to this 
population, many of whom have been medically under served, 
title XIX, from its inception, has required the State 
agency to develop cooperative arrangements with the 
State bealth and vocational rehabilitation agencies. 

She purposes of this guide are to: 

- dejTonstrate the increasing emphasis which 
Federal, State and local agencies are giving 
to cooperation and collaboration in providing 
bealth services to individuals eligible for 
Medicaid services; 



f 
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- emphasize the necessity of joint planning and 
decision-making among Federally-assisted health 
programs so that funds mav be out to the bes- 
use in providing health services to Medicaid 
beneficiaries; 

- present the essentials for Medicaid agency I 
cooperative arrangements with other health. ' 
vocational rehabilitation and welfare 
programs;.;- 

- provide prototype information as to the 
scope and content of approvable inter- 
agency agreements; 

- provide clearer answers to questions many State 
agencies have asked regarding cooperative 
arrangements; and 

- provide a vehicle for better prooram management 
and evaluation of the Early and Periodic 
Screening, Diagnosis, and Treatment (EPSJT) 
program. 

These guidelines relate primarily to 42 CFR 451.10, 
concerned with relationships between Medicaid and 
State health, vocational rehabilitation, and v 
Federally-funded health programs for women and children 
under title V of the Social Security Act. Bowever, 
the principles and procedures in inter aoency cooperation 
are similarly applicable to the Medicaid agencv's 
relationships with other health and social service 
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Part 5 Service^ and Payments id Medical Assistance Programs 

5-40-00 Interrelations vith State Health and Vocational 

Rehabilitation Agencies, with Title V Grantees and vith 
other Providers ' 1 



agencies and organizations • Order Section 1902(a) 
(2,0) (A) , the Medicaid agency must have an agreement' 
with the State mental health authorities or&dividual 
mental institutions if the State Medicaid pSfin includes 
assistance to aged individuals in institutions for v 
mental disease. Therefore, these guidelines cover 
relationships vith a variety of Federally-assisted • 
programs. 

m Ihe guidelines also cover related issues, including: 
* payment by Medicaid for services available without 
charge; Medicaid as a residual program; use of 
other medical services to which recipients have 
entitlement; freedom of choice of qualified provider; 
confidentiality; 75% matching for cost of skilled 
medical personnel; and transportation. 

B. Backer ound 



When title XIX vas enacted in 1965 , it included a 
requirement for development of cooperative arrange-* 
ments vith State health and medical care agencies. 
Initially these were the State health department and 
the vocational rehabilitation agency and, when 
appropriate, the State mental health authority. 

The 1967 amendments to the Social Security Act ma3e 
the relationship between title V and Medicaid nore 
explicit. Section 1902(a) (11) was revised to include 
a provision for Medicaid agreements with any "agency, 
institution, or organ ization" furnishing health 
services under title V. It also required provisions, 
as appropriate, for reimbursement of title V agencies 
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by title m for services provided to Medicaid 
recipients. Section 513(c) of title V of the Act 
requires title V grantees to cooperate with the 
State Medicaid agencies in providing title V care ^r- 
. and services to Medicaid eligibles.. F 

42 CPR 449.10(a) (3) (i)-(iii) specifies State plan ' 
retirements for EPSDT services under Medicaid, They 
include: (1) the identification of available title 
V screening, diagnostic, and treatment facilities and 
services; (2) procedures to assure maximum utilization 
of these facilities and services; and (3) procedures 
for assuring that Medicaid recipients eligible for 
title V services are informed of such services and are 

£ X?' m Sta - 6 H* 5 ^* agencies have designated 
an individual or a unit to be specifically responsible 
for the administration of the EPSDT program. 

c - Medicaid Re lationships with the State Health Aoencv 

State Medicaid plans must provide for maximum 
utilization of the services of State health agencies. 

Effective implementation of Medicaid requires a close 
working relationship between the State health agency 
- and the. Medicaid agency. «y««y 

Many programs of public health agencies can be 

helpful in meeting the needs of Medicaid recipients, " 

for example: r ' 
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/ 



' State and local bealth departments use maternal 
and child bealth funds to provide services in 
maternity clinics, child bealth clinics and 
immunization clinics. Some departments have 
dental programs, family planning services, mental 
bealth services and mental retardation clinics. 

- Specialized public health staff can often assist 
the Medicaid agency in interpreting health 
services to recipients*? in helping them use 
-medical facjiities; in 'follow-up; and in training 
welfare department staff on health problems, 
resources and care. Bealth agency staff resources 
include physicians, physician extenders, public 
bealth nurses, nutritionists, social workers and 
bealth educators. 

■ Other bealth department responsibilities that are 
related to the Medicaid program'are comprehensive 
bealth planning and standard setting for health 
facilities and medical institutions. Because of 
the direct bealth services it provides and its 
responsibilities .for State-wide planning, the 
State bealth agency must be represented' on the 
Medical Care Advisory Committee of the Medicaid 
agency, where the health department is not itself 
the Medicaid agency (42 CFR 446.10). 

Ihe 1972 amendments to the Social Security Act 
amended section 1902(a)(9) of the Act to spell 
out new roles for the State health agency or 
other appropriate State medical agency in 
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relation to Medicaid, These include settinq 
health standards for institutions, develooins 
plans for professional review of services* to" 
recipients, and determining whether institution* 
iTMediclid 8 10661 reguirements for participation 

Medicaid Relationships w ith State Title V Programs 

SStJSH^H K*" 8 " U5t 8150 * rovide for max ^ 

SJii^S i 6 Care "* **™ ic ** available under 

title v programs. 

Title V programs include a broad range of screeninq, 
2iffi2i t i C ^ trfta S entr K ,,na foll ~-«P care and services 
J?S^*,2 r S2! c>ut State toe eternal and 

Child Bealth (MCH) and Crippled Children's Services 
(CCS) Programs, special projects 'for Mental ft? tar - 
dation (MR), Maternity and Infant Care (MIC) , childre- 
and Youth (C and Y) , Family Planning, and total Bealth, 
Si o? ii other . special .health service projects. 

All of these offer an important medical care resource 
for Medicaid recipients. Since maternal and child 
health services are administered by State health 
agencies, it is important that the Med ica id-health 
department agreement include a section on cooDerative 
arrangements with the MCH Chit and, where applicable, 
•the CCS Chit. 

In 12 States, however, the CCS program is admonished 
£>y an agency that does not have administrative 
authority over the MCH program? therefore, in these 
12 States, an agreement roust be drawn between the 
CCS agency and the State Medicaid agency. 
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EPSDT-Title V Relationships 

The full scope of services authorized under Medicaid 
can be provided under EPSDT. Hie capacity to 
provide that full range of services can be developed 
by title V programs in the State in order to maximize 
the delivery of comprehensive health care services 
to EPSDT eligibles. 

42 CFR 451.10 has particular relevance to title V 
and the EPSDT program. The compatability of these 
programs in early identification, diagnosis and 
treatment, case management and follow-up responsi- 
bilities should facilitate effective and efficient 
use of services and funds available under the two 
programs. 



For maximum utilization of title V services for EPSDT 
eligibles, States can, therefore, consider providing 
under the State Medicaid plan all services for which 
Federal financial participation is available under 
title XIX, when screening and diagnosis indicate their 
necessity. This is possible because of the statutory 
exception for EPSDT to the requirement for comparability. 

E. • Medicaid Relationships with State Vocational 
Rehabilitation Agencies [ ~ 

State Medicaid plans must provide for written 
cooperative agreements with State vocational 
rehabilitation agencies (42 CFR 451.10). 1 
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The Rehabilitation Act of- 1973, as amended, and 
implementing Regulations require State vocational 
rehabilitation agencies to a'ssist elioible handi- 
capped individuals to enter, return to, or remain 
in gainful employment, throuqh the provision of 
various services. 4 

Many of the handicapped individuals elioible for 
services under this Act are also eligible for 
Medicaid'. 

Under the RehabUitation Act of' 1973 (Section 101(a) 
(8)) and implementing Regulations (45 CFR 1361.45(b)), 
the State vocational rehabilitation agency .must qive 
full consideration to any "similar benefits" available 
to a handicapped individual under any other orogram to 
meet in whole or in part the cost of certain' services. 
Vfoere Medicaid can provide physical and mental re- 
storation services to a handicapped ijidividual, this 
similar benefit provision would apply*. Medicaid should 
be considered as an.' appropriate source of payment for 
these services and for diagnostic services. 

The decisions about and the conditions under which 
Medicaid reimbursement is to be *3£rst dollar" or 
residual are to be made by the State agencies in- 
volved and should be explicitly stated in the written 
agreement. 

(See Section G-2 for an example of what may be included 
in written agreements). 
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F ' W^icaid Re lationships with Other Providers 

In addition to State health and vocational 
rehabilitation aoencies and title Vorccra^s, 
there art. many other Federal and State-sorrorted 

2J1 fc? S amS -$ hat cw Mrve 45 P^iders of medical 
care for Medicaid recipients. Arong these are Head 
S^t; C0frri^ity Bealth Centers under section 330 of 
the Public Bealth Service Act; neiqhborhood health 
centers under various auspices; Aooalachian Regional 
Ccmrussion (ARC) health and child development projects- 
ESX'nS ^ters; Indian Bealth Service facilities; 
Bealth Qnder served Rural Areas (HUKA) and Rural Bealth 

Initiative (RHl^ojects; develoOTental disabUity \ 
projects; university affiliated mental retardation V 
centers; and ccxmunity mental health centers. Many 
of these can play a key role in Medicaid because thev 
are organized to reach people who do not have easy 
access to health services or who seen uninformed or 
unmotivated and may need special help. 

Although cooperation with these programs was not 
written into the title XIX law, as were the 
relationships with bealth, vocational rehabilitation ' 
and title V agencies, nevertheless, Medicaid policy' 
reguires State, agencies to acceot all qualified 
providers who agree to comply with Droqram reouire- ' 
ments. As the program with primary responsibility 
fpr health care to individuals elioible'for Medicaid 
the Medicaid agency has the same relationship to ' ' 
these programs. as it does to any Qualified provider 
Medicaid can pay for the medical services they provide 
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to recipients, within toe limits of the State plar 
Policies related to reimbursement, utilization review, 
medical review, and other administrative aspects o* 
Medicaid apply to these programs just as Kydo to 
other providers. In addition to the uSmIkoSw? 
agreement States may wish to negotiate Sorehenlive 
agreements as described in these guideline! 

G - Scope and Content of Interagency Agreements 
1 " Parties to the Acree.-re.nt 

Bje appropriate parties to an interagency agreement 
that satisfies 42 CFP 451.10 will be found In a wide 
variety of organizational locations in each State. 

w Because of differing organizational arrance^nts 
and responsibilities, the respective State agencies 
must ensure that: ' 

" Agreements are made between all relevant 

administering components of the State acencies 
and signed by responsible representatives. 

- When Medicaid is administered by the Welfare 
department, there is an agreement with the State 
agencies for health, vocational rehabilitation 
and other relevant agencies when appropriate. 
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- *fcen Medicaid is administered by a division of 

the health department, there are intra-departsnental 
agreements with other divisions within the depart- 
ment concerned with health services and standards 
of care. 

- »>en Medicaid, the public assistance program, 
public health services, and other bunan 
resources programs are part of an umbrella 
agency, agreements are developed with the 
appropriate units of the agency. 

- When Medicaid is administered by a St<ate agencv 
which is independent of other State pc-bdrams, an 
agreement is drawn up with all other relevant 
departments. . 

.-^Agreements are entered into by the respective 
State agencies that include provision for 
supplemental agreements with local administrative 
units, as necessary, in order to assure that 
services covered under the agreement are available, 
to the extent possible, on a statewide basis. 

2 - Content of Interagency Agreements 

Written agreements are essential to effective working 
relationships between the Medicaid agency and other 
agencies charged with planning, administering or 
providing health care to low- income families. Although 
agreements by themselves will not guarantee open 
communication and cooperation between agencies, they 
can lay the groundwork for collaborating to achieve 
the best utilization of each agency's resources. 
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Agreements must be formal documents- signed bv 
each agency's representative or written 
states ts of understanding between units o f 
a single department. Whatever form they 
take, it is essential that the content be 
developed by all parties involved and that the 
document provide a clear statement of each 
agency's responsibilities for provision o* 
medical caxeto Medicaid recipients. 

Each agreenJeni( must specify the participating 
parties, the intent of the agreement, and the 
date upon which the agreement is to become 
effective, and must be signed by persons 
authorized to make the agreement binding. 

Written agreements are useful for: 

- providing a description of referral procedures 
that facilitate access to services without undue 
delay; 

- specifying reimbursement arrangements, since 
Medicaid is increasingly looked to for 
payment of medical services provided by or 
through other agencies; 

- exchanging reports of medical and social services 
for administrative purposes, planning with re- 
cipients, or providing services to them. When 
information is to be shared, the recipient's 
permission must be obtained for its release. 
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To remain useful , agreements need periodic review 
to determine if they 1 continue to be applicable 
to the -organization , functions, and program of the 
participate agencies. This reevaluation needs tc 
be done annually and v«henever a major reorganization 
occurs vo^hin the agencies involved. 

She specific content of each agreement will vary 
according to individual State arrangements on the 
roles and responsibilities of the parties to the 
agreement, fcvever, using the EPSDT-Title V agreement 
as an ^example , the elements that are appropriate to 
most interagency agreements are described below, 
(see also 42 CFR 451.10(a)): 



(a) Mutual Objectives and Respective Responsibilities 
of the 'Par ties* to the Agreement ' * 

State objectives in measurable terms, for 
example , expand State EPSDT-Title V activities 
frcrc two counties to ten by the end of fiscal 

Y*ar 19 . In addition, thi^ section may 

identify procedures for developing and producing 
•outcome" measurements of improvement in health 
status of children who received services, rather 
than just "output" measures of numbers of patients 
served or of specific procedures or tests given. 

State responsibilities clearly so that both 
programs are aware of the specific items for 
%*ich they are responsible, for example: in the 
case of EPSDT, the'program that will maintain 
records of specific EPSDT screening services 
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provided or the party responsible for post- 
screening referrals or arrangements for diagnosis 
and treatment. 

< b > Arrangements for Early Identifica tion 0 f 
Individuals under 21 Years of Aoe i h~Need of 
Meoical or remedial Care and Service " 

Include plans for infonoino individuals eligible 
for both EPSDT and title V services of available 
services and for referring them to title V 
grantees as appropriate (42 CFP 449.10{a«3)(ii")). 
Specify referral criteria, for example: age groups, 
high-risk populations, diagnostic conditions, all 
EPSDT el igibles in specified counties, the services 
and title V programs or projects to which referral 
is appropriate. 

Arrangements for early identification of need 
for medical or remedial care would include, at a 
minimum, provision for delivery of the State's 
->» EPSDT screening services according to the 

periodicity, schedule established by the State. 

(c) The Services Each Offers and in What 
Circumstances V ' 

List the services to be provided by each 
agency (indicating responsibility), and the 
circumstances (e.g., setting; for which 
populations) under which they will be offered. 
W*re individual title V programs or projects 
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are to provide services different from those 
made available Statewide under the acreement, 
describe the specific services. " 

(d) g£rg? gative 3g Collaborati ve Relationships 
at the State Level E — 

tte overall agreement is designed to facilitate 
accessibility and availability of services on 
a Statewide basis. State the organizational 
location of the programs and which State 
offices, divisions, or other units will be 
responsible for -coordinating title m-title V 
activities, it is particularly important to 
specify how the two agencies will resolve 
problems or issues and establish any necessary 
policies to carry out the agreement. 

{e) Finds of Services to be Provided bv Local 
Agencies 1 ■ ■* =- 

"She title V program may include local grantees 
such as city or county health departments, in 
addition to individual projects such as. H&I, 
ay, Child Development Clinics, etc. Specify 
the services to be provided by them, and the ••■ 
arrangement^ for these services. 

(f) Arrangements for Reciprocal Referrals . 

Reciprocal referral arrangements should be 
developed between the title Xix-title V agencies 
so that individuals eligible for the services 
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of both agencies/programs may be so informed 
and referred. . 



Indicate who has the responsibility for re- 
ferrals, under what circumstances referrals 
axe made, and who will have the follow-up 
responsibilities. 



\ 



Rjmbers to be referred by the Medicaid aaency 
to title V grantees will depend on the current 
title V capacity. In addition, Kedicaid reim- 
bi&sejnent can be used for expanding service 
capacity. 

(g) Arrangements for Payment or Reimbursement 
Specify: 

- She providers, e.g., the State MC5 or CCS 
agencies, or projects such as Mil, CiY; 

- To whom the payments will be made; 

- mode of reimbursement, i.e., actual cost, 
customary charge, statistical visit rate, 
capitation, etc., and agreed-upon rates; 

- reimbursement procedure including offices 
responsible for billing, payment and 
appeals; 
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- plans for use of Medicaid incane earned 
by the title V grantee. Income may be 
used to expend existing services and/or 
initiate new programs under title V for 
low- income people. ^ 

(h) ArrangCTents for Exchange of Reports of 
Services to Medicaid Recipients 

i 

Specify what reports are needed; where they 
will be sent; how the data will be utilized; 
to whom the resulting information will be 
distributed; and at what intervals the re- 
ports will be completed. T 

(i) Methods to Coordinate Plans Relating to 
Medicaid Recipients / 

Indicate the frequency of planning sessions 
of the responsible units and the areas that 
will be included in mutual planning. 

(j) plans for Joint Evaluation of Policies 

describe in this section procedures for 
joint agency evaluation of policies that 
affect the delivery of services through 
title V to Medicaid eligibles, e.g., the 
scope of services covered under the title 
XIX State plan and the respective reim- 
bursement rates payable by Medicaid and 
by title V for the services covered under 
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the agreement. Provide for meetings, at 
least on an annual basis, to evaluate,, 
policies. Identify the units responsible 
for the evaluation, the periodicity of the v 
, evaluations, and how differences will bT 
resolved • 

{k) yranoements for Periodic Revie w 0 f the 

Agreements and Joint Planning KTrtt^ fa , 
the Agre ement — ' 

She responsible planning and evaluation units 
i^^ reVieW W«*nt to determine < 

in policy, budgets, laws, availability of 
resources, etc., require its revision! 
Specify in this section timing, of review, 
chalet f UnitS ' P rocedures for making 

I 

(1) Arrangement s for Continuous Liais on and 

Designation of state and Local LiaisoTTstaff 

Describe the Med ica id-title V liaison 
units at the State and local levels and 
their responsibUities. 

3 " gfcific Content of Medicaid - ggalth Department 
Agreements - 

General Med ica id-health departjnent agreements may 
cover specific arrangements for title V services in 
order to satisfy 42 CFR 451.10(a)(2), ev^Sgh^he 
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health department may be the title V grantee. These 
arrangements may be detailed either in separate sections 
of the Med ica id-health department agreement or in 
separate agreements between Medicaid andkthe appropriate 
title V unit(s) within the health department. A - 
•general" Medicaid agency-health department agreement ■ 
is acceptable if it: jfc - ' 

(a) includes financing and other elements 
that are t$ey6ame for all programs 
under the jurisdiction of the health 
department, including the MCH/CCS' programs, 
and 

Q (b) states specifically that all such elements 
apply to those programs. 

An agreement between t-he Medicaid agency and the 
health department (whether separate'agencies or 
separate units within an umbrella agency) .needs 
to specify whether the services/prcorams covered ' 
Mm under the agreement are those funded by title V, 

W or are provided under other funding and 

authorities available to the health department, 
or both. 

Grants for family planning and dental health 
projects are made to State health agencies. 

, Occasionally the grant goes directly to a local S 

health department or other local agency. These 
projects should increase the availability of such 
services to Medicaid recipients, and the agreement 
with the State health agency would include "such 
projects. 



\ 
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4 * f^ rrfe tontent of gfedigaid-Title V Mrrrrrnt- 

i. ^ r — " 

Each State, must have a title yTx-Tifi. rr _ 
It should be develop bjlLSVut?^™; 

tne MCH, CCS and Medicaid (including EPSDT) programs! 
. Title XlX-title V agreements must be statewide 

ffffT * C ! 1Vltles ' ? e agreement must include those 

Lf^fn'** re J at6d financin 5 arrangem^S 
wnic]i are uniform in nature throuqhout the State 

and, where applicable, supplemental agreements for 

specific services and related finane^farrange- 

roents that are not uniformly provided. 

Specific reference is made in the Medicaid law 
to prevision, as may be appropriate, for reim- 
b V"f?9 tx ? e v agencies, institutions or orga- 
nizations for the cost of services to Medicaid 
recipients. The intent of this Drovision is to 
make Medicaid funds the first and primary source 
of- payment for medical services provided Medicaid 
recipients through title V programs. Interagency 

• flT 7 * 5 ^. Should allow for ^ use of each agency's 
funjs within the limits and administrative arlaS- 
r ments of each program. 



HCFA-AT-78-2 
Janumrj 13, 1978 



9 

FRir 



5-4CWL0-P. 21 

Medical - \ ft * • 

Assfsta 
Manual 



_____ ^ ; ■ ffr m ■ 

Assislanro — jfT 



Fart 5 Services and Payments in Msgicaj Assistance Proorans 
S-40-00 • Interrelations with State Bealth and Vocational 



Over two-thirds of the CCS programs throughout the 
country are administered by 'State health deoaxtments, 
and arrangements would, therefore, be covered in the 
basic health departroent-Medicaid agreement. Where 
CCS is administered by another State agency such as 
a special comnission for the handicapped, a State 
welfare department, or a university medical school, 
separate agreements are needed with 'those aoencies 
or organizations. 

Maternity -'and infant care projects are intended 
to serve high risk prospective mothers and their 
infants in the first year of life. High risk, 
refers to "any condition or any circumstance which 
increase the hazards to their health" (Social Security 
Act, Section 508)a)(l)). Projects for health of 
children and youth of preschool and school age in low- 
lnccme areas provide comprehensive health services 
for young people who, because of economic or environ- 
mental circumstances, do not receive medical and 
related services. Mothers and children in public 
welfare families would qualify for care under both 
types of projects, and an agreement with the State 
health department or the State CCS aoency is needed 
to cover such projects. Separate- sections within 
the overall State agreement will be necessary when 
these projects are carried out under, a local health 
department, medical school, teaching hospital, or 
non-profit private agency. 

Agreements need, to* include not only the scope of 
medical services that are to be provided by title V 
grantees, but also related non-medical services that 
are to be provided by State and local operating 
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agencies. These include such activities as ensuring "> 
°_ r *ff llltatin § ****** access to health, services and 
allied health, professionals; ensuring continuity and 
quality of care; and encouraging or promoting com- 
prehensive evaluative procedures when appropriate. 

The cooperative arrangements and the services 
that are to be provided by title V grantees are 
subject py mutual agreement by the respective 
agencies. They,., are to be described in the 
agreement insufficient detail to allow for full 
understanding by both parties of each agency's 
responsibility for providing and paying for 
services to EPSDT-Medicaid eligible individuals. 

States need to consider including in their inter- 
agency agreements the following elements to meet 
requirements of 42 GFR 451.10(a)(1) and (2) and 
42 CFF. 449.10(a) (3)(i)-(iii) for maximum utilizatj 
of State health and title V services for EPSDT 
eligibles: 

- Arrangements' for providing EPSDT services 
and related financing, including Statewide 
title V services- and those that vary by program 
or project. 

- Arrangements for titled-programs and projects 
to provide to (or arrange for) EPSDT eligirles 
screening and related treatment and other 
Medicaid services under the plan. This will 
maximize continuity of care between initial and 
periodic screening episodes and acute care needs, 
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•nd use of the full range of preventive and 
comprehensive care services provided by tiUe V 
programs. 

^ Ue , v Provision of non-medical services 
Examples txe: (1) resource development end 
coordination, (2) outreach activities, (3) 
c^emanwement procedures to assure completion 

SotJL*** 9 !! ^ earl * testification through 
follow-up and after-care activities. 

v 

In this connection, if conditions described in 
Section 2-41-00 of this manual and SRS Action 
Transmittal 76-66 (4/20/76) are met, 75 percent 
Federal matching under Medicaid for EPSDT health- 
related support services is available. 



B. 

"7 



Financing Arrangements 

Effective financing arrangements between Medicaid • 
and the other State agencies can facilitate the \ 
develoanent, organization and implementation of 
health care services for Medicaid recipients. 
Decisions about financing arrangements atf reim- 
bursement for services to Medicaid recipients 
, should be worked out between the responsible 
agencies to make the most effective use of funds 
of. all programs. Bowever, the statute has given 
special emphasis to the use of Medicaid funds as 
a first dollar resource by title V. 

Medicaid funds may also be used as a first dollar 
resource for services provided by vocational 
rehabilitation and certain other programs and 
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projects (see section 1-1). However , Daymen- 
benefits from other hospital or health' insurance, 
or other third parties which are tnder oblication 
to provide such benefits for Medicaid eligibles, 
oust be used before drawing on Medicaid funds. 

If Medicaid funds are to be used for payment 
of medical services, fee schedules must be 
established and all third parties must be 
billed for services covered under the agreement 
for which they are liable. Financing* arrange-* 
ments can include: a) reimbursement on the basis 
of fee-for-services, per -patient-visit, per- 
dinic-visit, and b) prepayment methods. 

The State Medicaid agency may pav title V 
grantees, Bead Start grantees and others as 
"providers". In such instances, Medicaid Day- 
men t is payment in full and the grantee may 
not bill another party for .additional amounts. 

Wien a grantee is a "provider* for Medicaid 
purposes, Medicaid (1) is not involved in payment 
the- grantee negotiates with its own providers; 
and (2) cannot require that the grantee's 
providers have Medicaid agreements. The grantee's 
payment to its provider may be higher than that 
which it has received from Medicaid so long as it 
accords with the upper limits for its own programs. 
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ir!^° Vid !:" If 3 " 'Wicaid,' other than the 
grantee, who furnishes services unde- a 
grantee program or project and receives oay- 
«*Jt directly from Medicaid, must accept 'the 
Medicaid payment as payment in full and nay 
not bill the grantee, * 

LhfJS^S 1 " 9 *^ temS are needed to determine 
the cost of providing specific types and units 
of services to Medicaid eliciblesT 



I. . Related Issues 



The interrelationships regulation calls attention 
to several related issues growing out of othe- 
regulations or involving Questions of public 
assistance philosophy. 




1 ' Hsffcaid as a Residual Prog ram Along with othe- 
public assistance programs, Medicaid is considered 
a residual program. As such, it is intended to be 
a resource only after other source's of medical care 
have been tapped, towever, greater flexibility 



*<?ists in the medical assistance program than is 
possible in financial assistance proorams: Othe- 
Federally-funded programs may have a higher residual 
rating than Medicaid. They are generally closed- 
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Ian. 



«ded and time-limited, .ffiese include such 
Praams as Bead Start, comprehensive health 
services projects, migrant tealtt^jSS 
^palachian Regional emission (ARC) health and 

Sri? toSSK, 5 "*?* 8 ' ^ ^served 
to £ SSf^ 8URA) F 0 ^* 5 - Medicaid funds are 
to be u&d for services to Medicaid recipient? 

^er these programs and covered by the 
This is often referred to as the 
fcU ^-iar concept. It places on Medicaid 
the responsibility for using its funcfeup to 

ot J^V^' St f te pS °" »«E* «S amount - 
f"" 1 " 5 ! ^ing to other programs to 

pay for medical *care provided to Medicaid recipients. 

£"2^1^'^ ^ If ***** * recipients 

m ° e ? ents frorn such «wrces as Medicare 
CBWUS, VA medical services, or other hespitafor 



provid< 
State . 
■first' 



3. 



V^l 101 .**™™! ^ ilibU Without aarge 
From the outset, Medicaid has held to the " 
principle that Medicaid funds may not be used 
for services that are free to everyone in the 

If iS*l* Xt My "P^sent a State, a * 
portion of the State, a city, or a particular 
classification of the population such as all 
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school children. Sane examples of services 
available without charge are public health 
frvices, school healt^rograms, tuberculosis, 
venereal disease and otner case-finding programs. 
Services available without charge, for purSses 
of Medicaid, means that no individual or family 
is charged for medical care, and third party 
reimbursement is not sought. J 

As third party payments have become available, 
agencies and organizations that provided services 
.available without charge in the past now look to 
third party payors as one source of program 
support, she Medicaid agency is considered to be 
a third party." Title V regulations provide for 
charging third parties' (including government 
agencies) which are authorized azrffrdez legal 
obligation to pay for any service provided by the 
title V grantees, including preventive, diagnostic, 
and treatment services, even though the service 
may otherwise be provided without charge to the 
patient or family. Vihere the cost of services 
furnished by or through the program or project 
is to be reimbursed under Medicaid, a written 
agreement with the title XIX agency is required. 
Bus must specify whether reimbursement is to 
the project or directly to the provider. 
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She enrphasis of the 1967 title rrx fc 
Payn«flt for title V services L^ff 4 ?*?' 0n 

<• freedom of Chef r» Since Julv l loco ■ 
recipients hswT^ Zkl • u " ' 1969 ' Medicaid 



5. 



" we Social Security Act and 45 CFR 2n«; kn 
U)r prohibits the use or disclosure of l£t 
wticn, .including lists of na^s an! 5lS 
kerning applicants and recipients of services 
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wthout their informed consent, except for pur- 
poses directly connected with the Ministration 
or the program. This general prohibition applies 
to disclosure of information to service provide" 
without exception, since they are not coSXrrf ' 
to be directly connected with the administration 
2.2! ^S r 2* St *? L ** agencies must 

S!' S^l",', ******* comoly with Federal 
^^ya^rthatNall such information remains 
conr — 



6. 




- ffekral Matching 75% Federal matching is 

25 of ,killec3 Professional medical 
1 personnel and staff directly supporting such 

personnel employed by the title' XIX agency, or by 
any other public agency if they assist in the 

S? n i ni lH a , tion , of ^icaio* Program at the 
State arrf local level (42 CFR 446.175 and Manual 
Chapter 2-41-00). Bus special matching rate 
. " available only for those portions of time directed 
to the administration of the Medicaid program. 

Factions or services performed or provided by 
another public agency for Medicaid recipients 
wnich.are not required by Medicaid are not sub- 
• • 5ect to Federal matching under Medicaid. 

') 
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7. Transportation Under the reouirement in 42 CFR 
449.i0(a)(5)(ii), a State Medicaid plan must 
contain a commitment to assure necessary trans- 
portation of eligible recioients to and from 
providers of services, and a description of the 
methods to be used. This requirement relates to 
the. availability of transportation as an admin- 
istrative aid in carrying out the provision of 
medical services, and Federal matching is available 
at the administrative rate. State aoencies have 
an obligation to pay for transportation o 
it is not otherwise available to the reci 

In order to comply wfth this requirement, 
agencies may and do use a variety of methods. 
In addition to the administrative requirement, 
States h^ye €he option of providing for some 
transportation as an item of medical assistance, 
and may claim Federal matching at the Federal 
medical assistance percentaqe" (See Manual 
Chapter 6-20-00). 




HCFA-AT-78-2 " 
J*nu*ry 13, 1978 



13i 



APPENDS 8. CONFIDENTIALITY STRATEGY 



(AVAILABLE SPRING 1980) 



13i" 



COPT. 



POLICY INTERPRETATION 



ACTION TRANSMITTAL 
HCFA-AT-79-101 (OCH) 
October 30 • * 979 



TO: 

SUBJECT: 

REGULATION 
REFERENCE: 

ATTACHMENT: 



STATE AGENCIES ADMINISTERING MEDICAL ASSISTANCE PROGRAMS 

Medical Assistance Manual: State Organization; Staffing 
for Administration; Federal Financial Participation; 
Implementation; Staff of Other Public Agencies 



42 CFR Arc 432 ff 

Clarif ication of circumstances under vhich 75 percent FTP 
is available for salary and other costs of skilled 
professional medical personnel and staff of public agencies 
providing direct support Co the Medicaid agency in the 
administration of the Early and Periodic Screening, 
Diagnosis, and Treatment (EPSDT) program and other title XIX 
programs. 

The purpose of this Action Transmittal is Co facilitate 
development and modification -of agency agreements for 
the delivery ^of EPSDT services to Medicaid recipients and 
to define more clearly the methods for meeting requirements 
and penalty provisions of the EPSDT regulation published 
May 18, 1979. (42 CFR Part 441, subpart B) 

The genera? requirements contained herein, relating to 
skilled professional medical personnel and staff directly 
supporting such personnel, are also applicable to Medicaid 
agencies.- This revved policy supersedes previously . 
existing interpretations contained in MSA PRC 32 and 
SRS AT-75-50, and other prior policy issuances inconsistent 
with this policy. 



EFFECTIVE DATE: October 1, 1979 



MANUAL 
MAINTENANCE: 



ACTION ITEM: 
INQUIRIES TO: 



Replace p. 20 of section 2-41-20 of the Medical Assistance 
Manual vith the attached pp. 20-25. 

Amend Subpart E to read "Staff of Other Public Agencies - General 
Regional Medicaid Directors 




&, 



Leonard D. Schaeffer 
Administrator 
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Fart 2 State Orranizntion t / A 

2*4 1*00 Staffing for Adcinlstf ation v Federal Financial Participation 

2-41*20 Implementation^ 

!• Staff of Other Public Agencies - General Xcont • ) 

facilities;^ and maintain historical records identifying services 
provided to each child participating in the program. 

Another example vquld be use of the Department of Public Health 
to review the utilization of title XIX services. 

It should be noted that personnel of such other agencies must 
»eet the requirements described for skilled professional medical 
personnel and staff directly supporting such personnel in order 
to be eligible for 75 pefcent FFP. (See Staff of Other Public 
Agencies EPSDT) 

G. Staff of Other Public Agencies - EPSDT 

Under the EPSDT program, 75 percent FFP would be applicable if 
the following requirements are met: 

1. Skilled Professional Medical Personnel 

r Skilled medical professionals include:" physicians, dentists, 
other health practitioners, nurses, medical social* workers, 
health educators and, other specialized personnel in. the 
field of medical care including medical administrators, 
hospital or public health administrators, and licensed 
nursing home administrators. - 

a. The skilled medical professional must be an 
employee ^f the public agency at the State or 
local level. 

^ . h. The skilled medical professional must be identi^ed 
by interagency or intragency agreement to provide: 

(1) direct assistance to the skilled medical 
professional employed by the title XIX agency 

OR 

(2) direct assistance to the title XIX agency in 
the administration of health related services 
in support- of EPSDT. 

HCFA-AT-79-101 (OCH) 
October 30, 1979 
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2-41-20 p., 21 

_\ - Medical 
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Part 2 State Organization 



2-41-00 Staffing for Administration, Federal Financial Participation 

2-41*20 Implementation 

C. Staff of Other Public Apencies - EPSDT (cont.) 

c. The skilled, medical professional must perform, supervise, 
or be ultimately responsible for health-related adminis- 
trative services in support of" EPSDT. 

d. The skilled medical professional who supervises or is 
ultimately responsible for functions performed by 
©on-professional supporting staff must: . 

(1) define thejr positions and functions to be 
performed 

(2) provide for their training 

(3) ©onitor and evaluate their activities. 

2. Staff Supporting Skilled Professional Medical Personnel 

a. The staff must be employed by the public agency at the 
State or local level. 

b. The staff must be identified by interagency or -intra- 
agency agreement to provide: 

(1) direct assistance to the skilled medical 
professional employed in the public agency 

OR 

(2) direct assistance to the skilled medical 
professional employed in the title XIX agency, 
in which case no skilled, medical professional 
Is required in the public agency. 

The staff aust~perf one health-related administrative 
services in support of EPSDT. 

The staff'must be supervised or under the ultimate 
responsibility of a skilled medical professional, 
employed either by the public agency or the title XIX 
agency. 



c. 
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2**1-00 Staffing for Administration, Federal Financial Participation 



2-41-20 Implementa tion 
— T - 



Staff of Other Public Agencies - EPSDT (cont.) 
3. EPSDT Administrative Services 

The skilled medicol professional and supporting staff oust 
perforator supervise health-related administrative services 
In suppoH^f EPSDT. The specific services may be determined 
by each State based on its administrative structure, capacity 
for program operation and available resources. 

A. Outreach - Actions taken by a public agency at the State 
° r j} 0Cal level t0 * SSxxte that families are informed about 
th^fEPSDT program, are helped to understand its importance, 
and are encouraged and assisted to seek EPSDT services 
from available health care resources and providers of 
medical care. Outreach efforts include all of the 
following agency and'sfcafx requirements: 

(1) Agency Requirements 

(a) Approved interagency or intragency agreement 
with the title X£X agency', specifying: 

. The mutual objectives and responsibilities of 
each party to the arrangement; ^ 

• The services each party offeis and in what 
circumstances; & 

• The cooperative and collaborative relationships 
^ at the State l^vel; 

• The kinds of services to be provided by local 
agencies; and 

• Methods for (as appropriate)- * 



Early identification of individuals under 
21 in need of medical or remedial services; 
Reciprocal referral; 
.. Coordinating plans for health services 
provided or arranged for recipients; 
Payment or reimbursement; • 
Exchange of reports of Services furnished 
to recipients; 
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Part 2 State Organization ; 

2-41*00 Staffing for Administration. Federal Finan cial Participation . 

2-41*20 Implementation * 
C. Staff of Other Public Agencies - EPSDT (cemt.) 

\ ## Continuous liaison between the parties, 

: including designation of State and local 
liaison staff; and ^ 
mmJ T. Joint evaluation of policies that affect 
the cooperative work of the parties 

(b) Procedures for inforairg families* 'consistent 
with regulation requirements and State informing 
requirements 

(c) Procedures to link the 'family requesting EPSDT 
services to the title XIX agency or the 
appropriate referral or service delivery - 
systes ' 

(d) Procedures for recording and reporting the 
requests of families (and docucentatior. data) 
to the title XIX skilled. medical professional 
or the title XIX agency 

(e) Procedures and training standards for staff 
performing the outreach functions 

(f) Tiac sharing/cost allocating procedures for 
. reiaburseaeot under title XIX 

^ (2) Staff Kequireaensg 

All of the iteas listed below are required under 
42 CFR 441.75 

(a) Face-to-face contact and distribution of 

written material by trained personnel who can 
explain EPSDT services and benefits. The 
explanation oust -Include: 
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f2tt 2 State Organization 

2.41-00 Staffing, for Administration. F ederal Financial Participation _ 

2-41-20 Implementation 

ft,. Staff of Other Public Agencies - EPSDT (cont.) 

..The benefits of w^entive health services; 
,*How EPSDT services can be obtained; 
. How specific Jfeformation can be obtained on 
the location of the nearest providers 
participating in EPSDT; 
. The screening services that the title XI* 

agency offers under its plan*, 
. A summary of the State's periodicity schedule; 
. That recipients can receive both initial and 
periodic screening according to the State s 
periodicity schedule; 
. That treatment services covered under the 
title XIX pl4n will be provided for proslems 
disclosed during screening; 
.That assistance in referral will be giver. *or 
services not covered under the title XIX plan; 
. That the title XIX agency will provide 
' assistance with transportation to the extent 
covered under its plan, if the family cr 
recipient requests it; 
. That the title XIX agency will assist In 
acheduling appointments if the family or 
recipient requests this assistance; 
. That as long as the family or recipient 
remains eligible for AFDC, it may request 
EPSDT services at any time in the future i- 
it chooses to postpone its decision at the 
tine 'it is initially informed; 

That the family or recipient may choose 
to receive EPSDT services from a provider 
of its choice; and 

Thar if the provider does not offer the 
full range df EPSDT services as specified 
in the title XIX plan, the family, or 
recipient can receive the services not 
offered if the family or recipient requests 
them from the agency; and 
. That the EPSDT servicas covered under the title 
XIX plan are available at no cost. 
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Part 2 State Organizatlun . 

2-41-00 Staffing for Administration, Federal Financial Participation 

2-A1-20 Implementation 

C« Staff of Other Public Agencies - E?SDT (cont,) 

(b) An explicit offer of EPSDT health care and related 
support-' services Dust be made and a response 
solicited. Documentation oust" be ttsade of the date 
of offer, the specific response, and the date of 
request or .declination. 

Public agencies responsible for title IV A, title XX, Education 
programs, etc., vho meet the above requirements may claim the 
75 percent FTP for those portions of tine spent in the administra- 
tion of heal th-relatcd administrative services in support of EPSDT, 
The functions or services performed or provided by the public 
agency for Medicaid recipients which are not required by Medicaid 
are not subject to Federal matching 'under Medicaid. 
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